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ROSTATECTOMY, like all other surgical 

procedures, has a two-fold purpose, the pro- 
longing of life and the relief of suffering. In 
analyzing the results of prostatectomy, with the 
purpose of determining what is to be expected 
from this operation, we are therefore primarily 
interested in: (1) the immediate mortality rate, 
and (2) the late functional results. For obvious 
reasons, the second of these considerations is al- 
most as important as the first. 

In answering the question as to what prostatec- 
tomy has to offer to the patient, we must be 
guided by statistical data, covering the mortality 
rate and the percentages of immediate and late 
complications, as well as the percentage of satis- 
fied or well patients. Data for such a purpose 
may be best obtained by an analysis of a series of 
similar cases, handled in the same manner and 
preferably by the same diagnostician and the 
same surgeon. The larger the series, the less the 
inaccuracy in the conclusions. It is my purpose 
briefly to present two tables summarizing the 
immediate and the late results in a consecutive 
series of 323 cases of perineal prostatectomy 
under sacral block anesthesia. Since this paper 
is intended merely as a brief presentation of 
operative results, all details of diagnosis, prep- 
aration and operative technic have been pur- 
posely omitted. In a recent publication’ I sum- 
marized the immediate and late results in a 
series including 176 cases of perineal prostatec- 
tomy under sacral block anesthesia. The tables 
here presented include the above data, plus the 
additional information gained from 147 subse- 
quent cases, similarly handled. 
~ From the Department of Urology, University of Nebraska 


College of Medicine. Presented before the Southern Minnesota 
Medical Association, Mankato, Minnesota, August 25, 1930. 


IMMEDIATE OPERATIVE RESULTS 


Prostatectomy is no longer the hazardous pro- 
cedure of former years, with a mortality rate of 
20, 30, or 40 per cent, although this idea still 
persists to a very considerable degree in the 
mind of the laity and of many members of the 
profession as well. Authentic figures, available 
from several urological clinics, go to prove that 
the risk of this operation, during comparatively 
recent years, has been reduced to almost nil, so 
that the statistics of prostatectomy upon the aged 
imay now compare very favorably with, for in- 
stance, the statistics of herniotomy upon the 
young and robust. There are three essential fac- 
tors which have contributed largely toward this 
conspicuous lowering of the mortality rate of 
prostatectomy. These are: (1) proper preopera- 
tive preparation; (2) sacral block anesthesia; 
and (3) complete hemostasis. 


Preliminary Drainage.—The first, and the 
most important of these, preliminary drainage, is 
a subject which has been dwelt upon in recent 
years in many publications by competent authori- 
ties, and the importance of which has become too 
well recognized to require discussion at this time. 
The neglect of this most essential phase of the 
subject of prostatectomy will have, as its inev- 
itable consequence, an appalling mortality rate. 
Each patient in this series, upon entering the hos- 
pital, was advised that the period of preliminary 
bladder drainage averages three weeks. Many of 
them spent a considerably longer period in the 
hospital prior to the operation, while a few were 
sent home with suprapubic drainage tubes for 
periods ranging from one to several months. In 
no other way than by attending to this important 
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item with scrupulous care and rigid insistence, is 
it possible to avoid unnecessary prostatectomy 
deaths. Even in the case of patients in appar- 
ently splendid condition, and with satisfactory 
renal functional tests, I have adopted a ten-day 
preliminary drainage period (with normal tem- 
perature) as a minimum, and deviate from this 
rule under no circumstances. Patients insisting 
upon immediate operation, and fretting because 
of the delay, are advised that they are at liberty 
to go elsewhere. 

Sacral Block Anesthesia.—It may be stated 
without exaggeration that the sacral block 
method affords an ideal form of anesthesia for 
perineal prostatectomy. In a word, sacral block 
anesthesia is easily and quickly administered, it 
carries with it no hazard, and is entirely depend- 
able. In fact (as figures cited below will show). 
the sacral block method may truthfully be said to 
be infallible in producing results, if properly ad- 
ministered. This method is also admirably 
suited for suprapubic prostatectomy, although, 
for this route of approach, additional local infil- 
tration anesthesia of the abdominal wall must 
be provided. It is quite important to point out 
with emphasis that sacral anesthesia differs es- 


sentially from spinal anesthesia in being extra- 
dural, while the latter is intradural and carries 


with it a certain hazard of its own. Other than 
this statement, the details of technic of sacral 
anesthesia have been purposely omitted, since this 
subject has been fully covered elsewhere.* 

Assuming familiarity with the technic, the 
complete sacral block injection may be carried 
out with comparative ease in about ten minutes’ 
time. The risk is negligible, in that there has not 
been an anesthesia death during the entire series ; 
neither has there been a reaction of consequence. 
Although slight reactions, characterized by a 
moderate drop in blood pressure and by more or 
less pallor and perspiration and more rarely by 
nausea, are not uncommon, there has not been a 
single instance in which the reaction was in any 
measure alarming. 

The chief objection to the sacral method in the 
hands of different observers has been the rather 
small percentage of cases in which there has been 
inexplicable failure to produce satisfactory anes- 
thesia. The figures here presented, and those 
presented in a former paper published in 1924, 
are of interest in this connection, and tend to 
throw some light upon the cause of this occasion- 
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al failure. In this former paper* I reported a 
series of thirty consecutive cases of perineal 
prostatectomy under sacral block anesthesia. 
Among this series, three were complete failures, 
while four required additional gas inhalation an- 
esthesia during the final stages of enucleation. 
Thus, seven out of thirty, or 23.3 per cent, were 
unsatisfactory for reasons not understood. In 
the present series, there has not been a single 
case requiring gas inhalation anesthesia during 
the last 172 consecutive cases ; and out of the last 
230 cases, gas has been necessary during the final 
stages of enucleation in one instance only. Thus 
the percentage of failure has been reduced from 
23 per cent to 0.4 per cent. Since in all instances 
the same drug in the same concentration has been 
employed, and since there has been no deliberate 
modification in the technic of injection, the 
only logical conclusion is that through practice 
the anesthetist has learned to place the needles 
more accurately. In other words, it is possible 
for the anesthetist to be mistaken in considering 
that the needle point has been properly placed 
within the caudal canal or in the foramina, and 
the percentage of failures may thus be adequately 
explained upon a technic basis, without re- 
course to the various anatomical and physiolog- 
ical theories which have been advanced. It may, 
therefore, be conservatively stated that sacral 
block anesthesia for perineal prostatectomy is 
free from risk and is uniformly efficient when 
properly administered. Thus the method of an- 
esthesia which is easy, safe, and infallible leaves 
nothing to be desired. 

Hemostasis.—In addition to the group of pros- 
tatectomy deaths due directly to hemorrhage, 
there is another larger group in which death later 
results indirectly from hemorrhage, by reason of 
infection secondary to lowered resistance. The 
importance of hemorrhage as a mortality factor 
is probably underestimated by reason of failure 
to recognize the primary cause of death in this 
second group of cases. The necessity for de- 
tailed attention to complete hemostasis, therefore, 
cannot be overemphasized, and, for the same rea- 
son, haphazard hemostatis in prostatectomy will 
have its inevitable consequence in a certain per- 
centage of cases. It is quite true that the major- 
ity of patients, properly prepared, will survive by 
the trust-to-luck method of hemostasis, but if the 
minimum mortality rate is to be achieved, this 
important item is not to be neglected. 
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Prostatectomy may ordinarily be accomplished 
with very little bleeding, and in many instances 
the operation may be made almost bloodless, as 
the result of: (1) the opportunity for deliber- 
ateness in controlling individual bleeding points 
in and around the prostatic capsule by suture 
and ligature, through the time afforded by the 
use of sacral anesthesia; and (2) the use of an 
inflated hemostatic bag for the purpose of con- 
trolling hemorrhage during the first few post- 
operative hours. For this latter purpose, in all 
the cases here reported, a perineal prostatic hem- 
ostatic bag, described in a previous publication,* 
was employed. This bag (Fig. 1) is a distensible 
cone-shaped balloon, which is introduced through 
the internal sphincter into the bladder immediate- 
ly after the enucleation of the gland; and the 
apex of which is maintained in the prostatic 
urethra in such a manner as to fill the prostatic 
cavity snugly, and (which is more important) 
to retain, rather than evert, the torn edges of 
bladder mucosa. This bag differs from the Hag- 
ner suprapubic bag in two essential respects: 

1. The perineal bag is maintained in place by 
means of direct traction via the perineal incision 
(and counter-traction against the perineum), 
rather than by indirect traction via the urethra. 

2. In the absence of a suprapubic fistula, ad- 
equate provision for urinary drainage is accom- 
plished by means of a large, through-and- 
through, stiff-walled rubber tube, traversing the 
bag from apex to base, without communicating 
with the interior. 

The caliber of this through-and-through 
drainage tube (internal diameter) is 0.25 inch. 
Communicating with the interior of the bag near 
its apex is a much smaller tube, through which 
the bag is distended. The traction loop of rub- 
ber, for maintaining the position of the bag, and 
later for facilitating removal, is attached to the 
large tube just at its junction with the apex. A 
tape passes through the traction loop, and 
through a hole in the center of an oval piece of 
metal, and traction is maintained by means of a 
screw-clamp, the oval metal having been placed 
flush with the skin surface immediately after clo- 
sure of the incision. In place of the oval metal 
and screw-clamp, an ordinary hemostatic clamp 
(separated from the wound by a pad of gauze) 
may be substituted. The length of the bag (apex 
to base) is 6.5 cm., and its diameter at the base 
(when distended with 60 c.c. of water) is 4.5 cm. 


The bag is introduced into the bladder through 
the prostatic cavity and the internal sphincter, 
immediately upon completion of the enucleation. 
After distension with air, traction upon the tape 


Fig. 1. Davis perineal prostatectomy bag. 


is immediately begun, which results in pulling 
the tissues surrounding the bladder neck down 
into the prostatic cavity, obliterating lax open 
spaces and compressing the torn edges of bladder 
mucosa. With rare exceptions, hemostasis is im- 
mediate, complete, and permanent. The traction 
is relaxed after three hours, the air released from 
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the bag after twenty-four hours, and the col- 
lapsed bag is withdrawn through the perineal fis- 
tula after forty-eight hours. Immediately after 
the operation, the urine is usually yellow in color, 
and is seldom more than pink-tinted. Upon the 
rare occasions that hemorrhage recurs, the bag 
may be re-distended with air, the traction re- 
newed, and the clots aspirated through the large, 
stiff-walled tube. A very efficient method of 
hemorrhage control during the first forty-eight 
post-operative hours is thus provided. It may, 
therefore, be stated without exaggeration that, 
with proper attention to preparation, anesthesia, 
and hemostasis, the problem of the immediate 
mortality of prostatectomy may be considered to 
be satisfactorily solved, with one reservation 
only. I refer to delayed hemorrhage. As may 
be noted in Table I, this complication has oc- 
curred in eight cases out of 323. Sudden, pro- 
fuse hemorrhage, occurring as late as the tenth 
post-operative day, and interrupting an other- 
wise smooth convalescence, is a menace which 
may be neither foreseen nor prevented, and 
which occurs probably as the result of infection 
and slough. This constitutes a grave emergency, 
in that its seriousness may not be recognized 
until the patient has gone into collapse. Hemor- 
rhage of this character is a complication which 
should not be temporized with, and which calls 
for immediate re-introduction of a bag or pack. 
‘In four of the above cases, an immediate supra- 
pubic incision was made under local anesthesia 
in order to permit evacuation of clots and the 
introduction of a Hagner bag. Hemorrhage of 
this character was indirectly responsible for one 
of the eight deaths, in that the patient’s resistance 
was lowered by loss of blood to such an extent 
that gangrenous infection of the incision set in, 
resulting in general sepsis and death ten days 
later. In this connection, it is of particular inter- 
est to note that one patient had two of these 
massive, exsanguinating delayed hemorrhages, 
occurring on the tenth and the thirty-sixth post- 
operative days, respectively. The first was con- 
trolled by a re-introduction of the bag through 
the perineal fistula, and the second by open 
suprapubic incision under local anesthesia. This 
patient survived. The amazing interval of time 
(thirty-six days) between the prostatectomy and 
the second massive hemorrhage is worthy of 
note, and serves to remind us that the delayed 
hemorrhage menace is ever present, although 
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sufficiently rare to be conspicuous only in the 
large series of cases. 


TABLE [| 


PERINEAL PROSTATECTOMY UNDER SACRAL ANESTHESIA 
Immediate Results 

Total consecutive cases 
Average age 
Above eighty 
Deaths 
Mortality rate, per cent 
Total consecutive cases with no deaths 

Sacral anesthesia (consecutive cases without 

failure) 

Rectal injury 
Postoperative “shock” 
Delayed hemorrhage (several days) 
Epididymitis 





























SUMMARY 


The immediate operative results are shown in 
Table I. Although there were 121 consecutive 
cases without a death, there were eight deaths in 
the entire series of 323, a mortality rate of 2.48 
per cent. This mortality rate represents a faith- 
ful and accurate recording of all deaths, due 
directly or indirectly to the prostatectomy, or oc- 
curring from any cause whatever during the pa- 
tient’s stay in the hospital. Among the eight 
deaths there has been included one which oc- 
curred on the thirty-ninth post-operative day. 
This patient was a very weak and frail old man 
of seventy-nine, who did well for the first three 
post-operative weeks, but who finally passed out 
from no apparent cause, other than lack of 
vitality and resistance. As an evidence of this 
he developed an abscess in the calf of the leg 
a few days prior to death. Since the site of the 
operation was in good condition, and since a 
period of thirty-nine days had elapsed, this was 
clearly not a prostatectomy death, yet this case 
has been nevertheless included. Of the seven 
other deaths, two were due to late general sepsis, 
three to renal insufficiency, one to pulmonary em- 
bolus, and the other to acute cardiac decompensa- 
tion, occurring on the sixth post-operative day. 
One additional death, occurring on the fifty-first 
post-operative day (from renal insufficiency) | 
have considered could be honestly and properly 
excluded from the series, since this patient was 
up and fully dressed at the end of the third week 
and had been given permission to return home. 
Although the incision was entirely healed and 
although the urine was passing normally per 
urethra, this patient voluntarily chose to remain 
in the hospital awaiting the development of bet- 
ter urinary control. 
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The average age figure (70 years) is undoubt- 
edly fairly accurate, although not representative 
of the entire series, in that this figure was com- 
piled from 100 consecutive cases only. There 
were twenty-one patients above eighty years of 
age in the entire series. 

With respect to the dependability of sacral 
block anesthesia, it is to be particularly noted 
that the necessity for additional gas inhalation 
anesthesia has arisen in not a single instance 
in the last 172 consecutive cases. As pointed 
out above, however, sacral anesthesia failures 
were much more frequent earlier in the series. 

The one case of rectal injury at operation did 
not result in the development of an urethro- 
rectal fistula because the urinary stream was 
diverted during convalescence by suprapubic 
aspiration, and because the location of the lesion 
was very low down upon the anterior rectal wall, 
just above the sphincter ani. This was due to 
an avoidable technical error at operation. 

The subject of delayed hemorrhage, occurring 
about the tenth post-operative day (eight cases) 
has been discussed above. 

There were thirty-seven cases of post-opera- 
tive epididymitis, occurring during the first six 


weeks. This figure is too high, since epididy- 
mitis, occurring toward the end of a long period 
of hospitalization when the patient’s morale has 
been all but exhausted, is a very trying and dis- 


couraging complication. For this reason I have 
since adopted preliminary bilateral vasectomy as 
a routine prophylactic measure, and shall subse- 
quently publish comparative figures. 


TABLE II 
PERINEAL PROSTATECTOMY UNDER SACRAL ANESTHESIA 


Late Functional Results 
_ Total consecutive cases questioned 
Time elapsed since operation.................... 3 to 24 months 
Patient’s own opinion: 
Well 
Improved 
Unimproved 
Incontinence : 
Complete 
Inconvenient 
Slight .... 
Nocturia : 
Not at all or once 
Once or twice 
ee er a cansennmaaiepemeene 
Four or more 
Urinary fistula : 
Complete . 
Slight 
Recto-urethral fistula: 
Immediate 
Late ..... 
Retention of urine 






































LATE FUNCTIONAL RESULTS 


Table II summarizes the late functional results 
as determined by questionnaire blanks returned 
from 200 consecutive patients. These data were 
compiled during May, 1928, and June, 1930. On 
account of the recognized impossibility of com- 
municating with all of a consecutive hundred of 
these patients, 250 questionnaire blanks were 
sent out to as many consecutive patients. From 
the replies, those of the last consecutive 200 pa- 
tients operated upon were selected. In order to 
avoid complications and misunderstandings, only 
the following simple, questions 
asked. 

1. Is the wound entirely healed? 

2. Can you control the urine? 

3. Do you pass urine too often? 

4. How many times do you get up at night 
to urinate? 

5. Does the urine pass without difficulty? 

6. As far as the operation is concerned, do 
you consider yourself (1) well, (2) improved, 
or (3) unimproved. 

The last question was considered to be the 
most important, since this was for the purpose 
of obtaining a voluntary expression of the pa- 
tient’s own opinion as to the result of the opera- 
tion. As shown in Table II, 164 of these patients 
unequivocally state that they consider themselves 
well, while there are thirty-two improved and 
four unimproved. An analysis of these data 
shows that of those patients who list themselves 
in the improved group rather than in the well 
group, practically every one has done so on ac- 
count of urinary frequency, or on account of 
some other wholly unrelated cause for which 
the prostatectomy cannot under any possibility 
be considered responsible. Such patients, how- 
ever, have nevertheless been classified according 
to their whims rather than in accordanec with 
the known facts, since this table is intended to 
represent the patient’s own unbiased opinion. In 
this connection it is to be noted that in a post- 
prostatectomy series, there would necessarily be 
a fair percentage of cases of advanced pyelo- 
nephritis and other chronic infections such as to 
prevent all possibility of the return of the uri- 
nary tract to normal. Therefore, even after the 
obstructive symptoms have been done away with 
by prostatectomy, the persistence of urinary fre- 
quency in a certain percentage of cases is inevi- 


direct were 
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table. The average intelligent patient, however, 
recognizes that relief from obstructive symptoms 
is more essential than relief from minor degrees 
of urinary frequency. This is demonstrated by 
Table II. Although approximately only 60 per 
cent of these patients report themselves as being 
disturbed as few times each night as once or 
twice (or not at all), as many as 80 per cent 
voluntarily express themselves as being well. 

The question of post-prostatectomy inconti- 
nence is a subject deserving careful considera- 
tion. Although there was no case of complete 
incontinence in this series of 200, there were two 
with a sufficient degree of incontinence to be a 
cause of considerable inconvenience. While each 
of these patients has intervals of complete dryness 
and has the ability to start and stop the urinary 
stream at will several times while voiding, there 
is a weakness of the external sphincter, as in- 
dicated by leakage, at intervals, of small amounts 
on any undue exertion, such as coughing or 
sneezing or suddenly rising. Since these pa- 
tients have intervals of complete dryness, and 
since they have the ability voluntarily to start 
and stop the urinary stream, it is evident that 
a sphincteric structure exists and it is, therefore, 
logical to consider the possibility of individual 
anatomic variation in the musculature or inner- 
vation of the external sphincter. I have under 
observation at the present time, two patients with 
this identical type of sphincter weakness follow- 
ing suprapubic prostatectomy. In this connec- 
tion, I do not intend to minimize the possibility 
of external sphincter injury by the perineal 
operation. It is to be frankly stated that this 
is a very real danger, particularly in those cases 
in which the internal sphincter has been ren- 
dered functionless by the gland itself. In addi- 
tion to these two, there were three others with 
slight degrees of incontinence. 

It is likely that in at least some of these five 
cases the unsatisfactory control resulted from 
technical error at operation. 

One case of complete urinary fistula resulted 
from the formation of a fibrous stricture or sep- 
tum at the apex of the prostate. Since this con- 
dition has subsequently been restored to normal 
by internal urethrotomy, this fistula no longer 
exists. The six patients with slight perineal 
urinary leakage each complained of the escape 
of a few drops of urine at intervals through the 
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perineum at the time of voiding. In each case, 
this condition existed over a period of several 
months. Four of these have been subsequently 
cured by a secondary minor plastic operation. 
Another has been lost sight of. The sixth has 
a persistent perineal fistula in spite of a second- 
ary attempt at plastic repair. Failure to obtain 
satisfactory healing in this case, however, may 
be explained by the fact that this patient shows 
a four-plus Wassermann test. 

There has been no case of immediate post- 
operative urethro-rectal fistula. One patient, in 
a very debilitated and weakened condition, had 
a long, protracted convalescence associated with 
perineal pain and an elevated temperature over 
a period of three or four weeks. Five weeks 
after operation he developed a leakage of urine 
into the rectum, this fistula having occurred pre- 
sumably as the result of a periprostatic abscess. 
Another developed an urethro-rectal fistula upon 
the tenth post-operative day, occurring presum- 
ably as the result of technical error at operation, 
although there was no evidence of rectal injury 
at the time. This fistula subsequently was suc- 
cessfully repaired by the Young-Stone opera- 
tion.® 

The one patient having post-prostatectomy re- 
tention of urine was found at autopsy to have an 
unsuspected vesical carcinoma, situated in the 
region of the prostatic orifice. 

Again referring to the mortality rate (2.48 
per cent) in this series of patients averaging 70 
years of age, it is of interest to compare this 
figure with those of the American Experience 
Tables of Mortality which are used as a legal 
standard for actuarial computations by life in- 
surance companies. According to this table, of 
1,000 individuals living at the age of 70, slightly 
more than 6 per cent are expected to die from 
natural causes (that is, without any operation) 
before reaching the age of 71. Therefore, since 
the total of eight deaths in this series includes 
deaths from all causes, it is logical to conclude 
that this mortality rate of 2.48 per cent could be 
adjusted considerably lower, if it were possible 
to distinguish between deaths due to prostatec- 
tomy and deaths due to natural causes. This is 
rather a theoretical consideration, but serves to 
further emphasize the above statement that re- 
cent developments in prostatic surgery have 
served to reduce the mortality rate to almost nil. 
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CONCLUSIONS 


1. Present day methods (preliminary prep- 
aration, sacral anesthesia and hemostasis) are 
such that prostatectomy has come to be a benign 
procedure with a negligible mortality rate (2.48 
per cent in 323 cases). 

2. Assuming proper attention to the above 
details, the chief hazard of prostatectomy is that 
of sudden, profuse and exsanguinating second- 
ary hemorrhage occurring as late as the tenth 
post-operative day. This hemorrhage should be 
treated as an emergency measure and should be 
checked by mechanical means even though a sec- 
ondary operation may be necessary. Under 
these circumstances, it is an error to wait and 
hope that this hemorrhage will cease. 

3. As far as the late functional results are 
concerned, it is conservative to expect 82 per 
cent of “well” patients and 98 per cent well or 
improved. 

4. Urinary frequency, persistent to a greater 
or lesser degree following prostatectomy, even 
though the cause of mechanical obstruction has 
heen removed, is the chief reason why 16 per 


cent of these patients consider themselves merely 
“improved” rather than well. 

5. With respect to late functional results, the 
chief hazards of the perineal operation are those 
of injury to the external bladder sphincter and 
to the rectal wall. It seems conservative to con- 
sider that these hazards are more than com- 
pensated for by the lower mortality rate follow- 
ing the perineal operation. 
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ACUTE POLIOMYELITIS* 


Epwarp T. Evans, M.D., F.A.C.S. 
Minneapolis 


HEN the “Black Death” scourged the 

continent of Europe, people, panic-strick- 
en, dumbly accepted the visitation without hope 
of survival if stricken, and with a fatalistic at- 
titude which reflected their hopelessness. 

Though anterior poliomyelitis existed as early 
as 2300 B. C., as evidenced by an Egyptian 
mummy described in 1927,1 though the disease 
was recognized as an entity in 1734? and has 
been reported and described frequently prior to 
this century, it is only in the past two decades 
that it has assumed proportions so widespread 
as to focus public attention. 

The disease is without question the most in- 
sidious, perhaps the most contagious, and cer- 
tainly the most devastating in its manifestations, 
that medical science is called upon to combat— 
far exceeding the “Black Death” in its ultimate 
economic toll. 

Rather than review its epidemiology, its his- 
tory, and its recent epidemics elsewhere, let me 
call your attention to the fact that during the 
past five months ‘Southwestern Minnesota has 
borne the brunt of a severe and virulent out- 
break. To date some 172 cases have been di- 
rectly or indirectly brought to my ‘attention and 
it is my hope that I can, in the few minutes al- 
lotted to me, arm you with the most effective 
means of preventing loss of life and function. 

The cause is unknown as yet—it is probably a 
filterable virus* or may perhaps be a pleomorphic 
streptococcus, as suggested by Rosenow. Its vir- 
ulence varies in epidemics and in individual 
cases. It is most probably highly contagious and 
manifested in a widespread systemic form with, 
in a certain low proportion of cases, a subse- 
quent central nervous system invasion. This in- 
vasion depends on certain poorly-understood 
factors, notably virulence and lowered meningeal 
resistance. 

Its pathology, in the paralytic stage, is a 
round-cell infiltration deep in the nerve tissue, 
apparently blood-borne, with resultant death of 
nerve cells lying in the anterior horns of the 
spinal cord. 


Moorhead, Minnesota, 


*Read before the Northern Minnesota Medical Association, 
930. 


September 19, 


Its early diagnosis depends on the keenness of 
observation of the attending physician and its 
hopeful treatment depends on his early and fear- 
less carrying out of the procedures I shall out- 
line below. 

Given a child, isolated or in the midst of an 
epidemic, who, following a comparatively mild 
respiratory or gastrointestinal upset, develops a 
headache with slightly rigid neck and painful 
back, together with a mild prostration and a 
rather wide-eyed, fearful, “follow-you around” 
stare—suspect poliomyelitis in its preparalytic 
stage, and proceed to corroborate your diagnosis 
and institute treatment. 

To wait for further neurological signs, such 
as nerve tenderness or paralysis, is to court dis- 
aster and to label yourselves unworthy of your 
profession. 

Take your microscope and counting-chamber 
to the child and perform a lumbar puncture im- 
mediately. Observe whether there is an in- 
creased intraspinal tension and immediately 
make your cell count. A polymorphonuclear in- 
crease, if epidemic spinal meningitis can be ruled 
out by a clear fluid, warrants a diagnosis of pre- 
paralytic anterior poliomyelitis. 

And by this one procedure alone you have in- 
stituted one of our most effective means of 
treatment, as shown by the reports of Mont- 
gomery and Cole, Aycock and Luther,*® the De- 
troit epidemic, and a series of fifty-five cases of 
the author in 1925. Lumbar puncture probably 
decreases edema of the cord and this saves nerve 
cells otherwise doomed. It is effective also in 
many cases during the early paralytic stage. 

Having established your diagnosis, you must 
devote all your attention to the prevention of 
paralysis. 

Despite much research and many reports to 
the contrary, it is the consensus of opinion to 
date that no specific immune serum has been ex- 
perimentally produced which is satisfactory. 
Until further corroborative evidence is brought 
forth, convalescent serum alone offers a real 
hope. 

My statement requires some _ explanation. 
Flexner® showed that horse serum or other for- 
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eign protein serums, when injected in monkeys, 
so disturbed the meninges and choroid plexus by 
their reaction that the amount of virus necessary 
to produce symptoms of invasion was greatly re- 
duced. He has even gone so far as to state that 
simple lumbar puncture may increase the perme- 
ability of the meninges and choroid plexus to 
the virus. And it is because of this action of 
foreign protein that I unhesitatingly decry the 
use of certain stock serums, even if convalescent 
serum is not obtainable. I have personally wit- 
nessed the rarest of all phenomena, a secondary 
invasion of the upper extremities two weeks 
after the invasion of the lower extremities had 
become stationary. This secondary invasion was 
coincident with the development of serum urti- 
caria. 

W. H. Kellogg’ less than a year ago showed 
the fallacy of depending too much on clinical 
reports and urged the adoption of careful com- 
parative studies and further laboratory research 
on this subject. Too many factors enter into 
the analysis of statistics, such as variation in vir- 
ulence, unconscious reasons for selection of cases 
for treatment with one type of serum or another, 
accuracy of diagnosis, and prejudices inherent 
in the clinical observer. 

Experimental data alone are unbiased. Mon- 
keys are used and virucidal (that is, toxin-neu- 
tralizing) power must be demonstrated. Even 
so, the comparison of monkey and child is diffi- 
cult because: 

1. To give serum alternately requires cold- 
blooded courage, especially if one has any con- 
fidence in one form of treatment. 

2. The child under treatment is already in- 
fected. The monkey is to be infected and the 
serum has proven to be more effective in pre- 
venting than in curing the disease after it is 
established. 

Therefore, if the serum is to be used it should 
have proven virucidal powers. At present, con- 
valescent human serum alone exhibits this neu- 
tralizing effect consistently and is proven ex- 
perimentally effective. 

While it is probable. that most adults are im- 


mune, it has been shown by Flexner that normal 
serum has no protective value and the serum 
should be that of convalescent cases, and prefer- 
ably within six months or a year of their at- 
tack, to insure the presence of antibodies in con- 
centration. 

If the whole blood is used it should be 
grouped if given intravenously. This is not nec- 
essary if given intramuscularly. Serum need not 
be grouped and is good for from six to ten 
months if kept properly. 

The dosage recommended by Aycock and 
Luther is 20 c.c. intraspinally on successive days, 
though the dosage has not yet been established. 

There is a controversy as to method of admin- 
istration—whether intramuscular, intravenous, or 
intrathecal. I have already mentioned the effect 
of spinal puncture and shown its advantages as 
contrasted to its dangers. It is probable that a 
meningeal invasion already represents permea- 
bility of the meningeal barrier. Though some 
point out that the lesions are along blood vessels 
and argue that the serum should be so adminis- 
tered that the blood carries the immune bodies 
to the lesion, there are many reports indicating 
the advantages of intrathecal administration. It 
may be used in 10 c.c. doses intraveously fol- 
lowed by lumbar puncture and repeated in 
twelve hours intramuscularly followed by lum- 
bar puncture somewhat as in the treatment of 
central nervous system syphilis. My own feel- 
ing is that much value accrues from the repeated 
lumbar punctures alone and that the intrathecal 
administration of serum is as safe, and certainly 
as effective, as the other means. Real value 
should be expected of the serum only in the pre- 
paralytic stages, as shown by the accompanying 
table compiled by the University of Manitoba 
Research Committee. 

The report stated that in Group III the onset 
of paralysis was earlier than in Groups I and II, 
which raises the question as to possibly graver 
prognosis, and vice versa. 

In conclusion, then, the case should be recog- 
nized early, diagnosed early, and treated fear- 
lessly. 


TasLe I (161 Cases) 





Number Stage Serum 

‘ 57 Preparalytic 
II. 17 Preparalytic 

III. 33 Postparalytic 


[V. 54 Postparalytic 


Various routes 
Not given 


One intramuscular dose 
Two or more intramuscular doses 


Recovered Residual Paralysis 
3% 7% 
94% 6% 
22% 45% 
26% 63% 





Dead 
0 


0 
33% 
11% 





Note: Groups III and IV: No case made for serum after paralysis. 
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If paralysis has already occurred the same 
treatment should be instituted, especially the re- 
peated lumbar punctures. 

The orthopedic treatment begins immediately 
and is two-fold: 

1. The prevention of tiring stimuli. 

2. The prevention of deformity. 


The first is accomplished by placing the pa- 
tient in a quiet, comfortable room and supplying 
his every want so as to require the least expen- 
diture of mental and physical effort on his part. 
E. D. Ebright,* of Kansas, even advocates a 
total body cast to preclude all external stimuli, 
though the author feels the attendant discom- 
fort and resulting atrophy may defeat the end in 
view. 

The second is accomplished by the early and 
adequate splinting of the affected parts in the 
optimum position of muscular relaxation. That 
this is essential is shown by a case at present un- 
der care at the University Hospital. Careful 
muscle tests showed involvement of both lower 
extremities and the left upper, so she was placed 
in double long leg plasters and left body, shoul- 
der and arm spica. Two weeks later, despite the 
fact that no demonstrable paralysis was earlier 
found, the right deltoid had weakened because 
of its overuse and stretching in an adducted po- 
sition. It also was then supported in an abduc- 
tion plaster. The whole plaster splints are worn 
constantly for six or more weeks, till all tender- 
ness subsides. I say constantly, because a 
month’s recovery of tone may be lost in one 
stretching of an involved muscle. Thereafter, 
the splints are worn at all times for six months 
or more except when carefully removed for in- 
stitution of graduated massage, careful muscle 
training or other rehabilitative measures. 

Just what forms of splinting or bracing will 
be used in this late portion of the second stage 
will depend largely upon the individual case and 
the ingenuity or facilities of the attending phy- 
sician. I cannot, however, stress too strongly 
this protective stage instituted as soon as the 
paralysis appears and continued for months until 
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all possible recovery of the affected muscles is 
obtained. There still is considerable controversy 
on this matter between neurologists and ortho- 
pedists. This is due, I believe, to the neurolo- 
gists considering nerve function alone, whereas 
the orthopedist is forced to consider muscle tone 
and function. We who see these patients with 
late deformities and weak, stretched muscles 
know that the muscle does not recover well un- 
less held in relaxation till all irritation is past, 
and then is so weak that it must be carefully 
held during the re-education of nerve centers. 
Paradoxical as it seems, we have often seen re- 
turning muscle function long before the faradic 
reaction of a nerve returns. This was demon- 
strated conclusively in the nerve suture cases 
during the war. And again we have observed 
cases of infantile paralysis progressing nicely in 
braces, only to see them go on to irreparable loss 
of action on too early removal of braces. And 
we have never seen a deltoid muscle recover 
from paralysis if allowed any early stretching. 

We who are constantly faced with the difficult 
task of reconstructing these patients beg that 
they be efficiently and carefully diagnosed, treat- 
ed and protected in their earlier stages so that 
the economic and end-results may prove better 
in the future and a reflection of a high standard 
of professional skill. 
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IMPETIGO OR PEMPHIGUS NEONATORUM, WITH SPECIAL 
REFERENCE TO ETIOLOGY AND PROPHYLAXIS 


Rosert A. Murray, M.D. 
Duluth 


LTHOUGH impetigo or pemphigus has been 

a subject of common knowledge in the med- 
ical world for some time, it is only recently that 
its economic importance to maternity hospitals 
and to the doctors themselves has become im- 
pressive. The fact that so many hospitals are 
reluctant to divulge any information regarding 
their experience with this disease, bears witness 
to this fact. 

In 1864 Telbury Fox first described and called 
attention to a form of vesicular eruption as seen 
in maternity departments. In 1891, Almquist 
showed the staphylococcus to be the infecting 
germ. In 1900 Matzenaver linked pemphigus 
and impetigo by the identity of the infecting or- 
ganism. In 1911 Landsteiner was able to pro- 
duce pemphigus lesions in a chimpanzee with 
material from a human lesion. Nothing new de- 
veloped until 1917, when the disease seemed to 
change, became more virulent and appeared al- 
most simultaneously in widespread epidemics 
throughout the country. The unprepared ma- 
ternity wards were overwhelmed by the affliction 
with its high morbidity and mortality rate. No 
suitable explanation has been made for this uni- 
versal outbreak, but the fact remains that we now 
have with us the menace of impetigo or pemphi- 
gus as a ghost, hovering over every maternity 
ward. 

The disease is defined as an acute contagious 
inflammatory disease of the skin, in the new- 
born, characterized by the formation of papules 
and then vesicles which contain clear to opales- 
cent fluid or pus. 

Some writers use the terms impetigo and 
pemphigus interchangeably. Some tend to dis- 
tinguish impetigo from pemphigus by the latter’s 
greater virulence, earlier development of consti- 
tutional symptoms, greater morbidity, and poorer 
prognosis. Others distinguish pemphigus from 
the bullous exanthemata of many septic condi- 
tions and ally it to impetigo from a pathological 
and bacteriological standpoint. 

Reed suggests grouping pemphigus, impetigo, 
exfoliative dermatitis, and multiple subcutaneous 
abscesses of the new-born as pyodermatitis neo- 


natorum, in order to distinguish them from the 
same names applied to different types of lesions 
in older people. 

Jordan makes a more specific pathological dif- 
ferentiation. He describes pemphigus as possi- 
bly beginning as a papule, but progressing rap- 
idly to a bleb or bullous covering a circular fiery 
lesion, bright and shiny, with no ulceration, and 
suggesting more the appearance of a burn. These 
have no tendency to crust formation, discharge 
a clear to opalescent serum, with little increase 
in size, but more tendency to the formation of 
new lesions. These lesions are seldom on the 
face, never on the palmar surfaces, and occur 
mostly on covered areas, particularly in the skin 
folds, as in the axilla, groin, scalp, and under 
belly bands. That irritation is an important fac- 
tor is shown by a predilection for moist and 
abrasive areas. 

As impetigo he describes a red papule devel- 
oping into an irregularly-shaped vesicle, flat, um- 
bilicated, and containing a purulent fluid. There 
is a tendency to crust formation with the edges 
of the crust curling up. The lesion spreads ec- 
centrically with irregular undermining vesicular 
edges. Removal of the crust leaves pus bathing 
an ulcerated surface. These lesions are predi- 
lected to exposed body parts, as the hands and 
face. 

Jordan also makes a therapeutic distinction, 
stating that copper oleate and ammoniated mer- 
cury ointments are of value with impetigo, but 
have no effect on pemphigus. 

In earlier epidemics the mortality was about 40 
per cent, but in recent years since more attention 
has been paid to this condition, the mortality has 
been greatly reduced. Collins reports five deaths 
in a series of fifty cases in 1928. About 30 per 
cent of the infants exposed will develop lesions, 
and although the course is usually benign, with 
no effect on the infant’s gain or health, in more 
virulent epidemics the mortality may reach 20 per 
cent. In transmission, healthy babies are affected 
as well as the weaklings. Where the umbilical 
cord becomes involved the outcome is usually 
fatal. 


399 











400 


This condition should be diagnosed from con- 
genital bullus syphilis, where bullz are found on 
the palms and soles in infants who are constitu- 
tionally debilitated and from bullous eczema, 
which shows infiltration, weeping, itching, and 
non-pustular eczematous areas. 

Exfoliative dermatitis is classed with impetigo 
by some writers but should be distinguished be- 
cause of its fulminating course. Some cases be- 
ginning as pemphigus may progress to an exfo- 
liative dermatitis and terminate fatally. Kohler 
reported a case of a normal baby developing a 
small bleb on the fifth day and dying on the 
twelfth day of exfoliative dermatitis. 

Seeds reported a case of normal baby in good 
condition at birth who developed a purulent dis- 
charge of the right eye and vomited blackish- 
brown material on the second day. On the third 
day the temperature rose to 101 degrees F. A 
bullous impetigenous rash was noted on the 
fourth day. Pulmonary symptoms developed on 
the seventh day and the baby died on the tenth 
day. The clinical diagnosis was pemphigus neo- 
natorum. Autopsy showed multiple lesions of 
the lungs from which staphylococci were iso- 
lated, and a gastric ulcer near the pyloric end of 
the stomach secondary to bacterial infection. 

Different writers are at variance as to the or- 
ganisms causing impetigo and pemphigus. Some 
believe the primary invader to be a skin strepto- 
coccus; others believe it to be staphylococcus 
aureus. The general opinion of most writers 
is that streptococci are the primary invaders in 
impetigo with staphylococci secondary, and that 
staphylococcus aureus is the sole invader in 
pemphigus. 

In fifty-six cases Bolman found streptococci 
forty-three times, thirteen times in pure culture. 
He found staphylococcus aureus fifty-two times, 
twenty-one times in pure culture. He showed 
that the streptococcus alone could produce typical 
impetigo lesions. On direct smear from lesions 
the staphylococcus aureus appears as a Gram- 
positive diplococci, but upon culture media it as- 
sumes the typical staphylococcic clustering. 

Placing the organisms on the skin of a new- 
born will be followed by the appearance of le- 
sions in five to seven days. Olmstead has dem- 
onstrated that the contents of small pin-head 
sized papulo-pustules, which are clinically unim- 
portant, contain many staphylococci. He states 
that oftentimes smears from impetigo lesions 
may be negative, and emphasizes that an infant 
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once infected should not be returned to the 
nursery. 

_ In some epidemics staphylococcus aureus has 
been cultured from cases of purulent conjuncti- 
vitis. Later reference will be made to such cases 
at this hospital. It is generally supposed that 
staphylococcus aureus may be carried in an ap- 
parently harmless form on various body regions 
of babies and adults. This disease is seldom 
found among babies born and cared for in the 
home. It is almost entirely an institutional in- 
fection. 

Consideration of the transmission of this in- 
fection to the infants gives much material for 
discussion. The plausible theories are countless, 
but to establish these as facts becomes a problem 
more difficult to handle. No one can doubt that 
the doctor is sometimes responsible. He is in 
contact with infective material almost continual- 
ly. His stethoscope has been used indiscrim- 
inately among his patients. The interne is also 
in contact with infective material through his 
routine duties. 

The nurses carry a great part in the transmit- 
ting of this condition. As a group they are re- 
luctant to admit any suspicious lesion because of 
the liability of losing time in their training, al- 
though they may be the cause of infections 
among babies under their care. Benians reported 
an epidemic in which many babies were infected 
in a short time. Investigation showed that the 
clean linen was being distributed by a person 
with a suppurating paronychia. Her removal 
was followed by a subsidence of the epidemic. 
He reports another epidemic which ended when 
one of the nurses, who was found to be suffering 
from a series of boils, was removed. Jordan 
proved two nurses to be carriers who did not 
have demonstrable lesions. Consideration must 
be given to the careless, indifferent nurse whose 
main interest is the completion of her duties 
rather than the proper execution of them. 

The mother may herself be the source of the 
infection. One baby developed lesions on the 
back of the neck from a paronychial infection of 
the mother, and was the focus of a large epi- 
demic in the nursery. It is acknowledged by all 
the writers that the genital tract of the mother 
may harbor pathogenic organisms. Jordan re- 
ports three mothers who developed pemphigus 
lesions over the sacrum following profuse lochial 
discharge. He reports one baby developing 
blebs thirty minutes post-partum, and two in- 
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fants developing blebs three hours post-partum. 

Waltart reported sixteen cases of infants, 
born with lesions, or who developed lesions 
shortly after birth. He reports a case of twins, 
one born with lesions, the other born without le- 
sions and failing to develop any. 

Nine cases are reported from the Wesley Me- 
morial Hospital in 1925. In all the blebs leuko- 
cytes were found; five blebs were sterile and in 
one case a positive culture for staphylococcus 
aureus was obtained. One case was reported 
in more detail. This infant was born with fif- 
teen pustules on a swollen scrotum. These pus- 
tules were yellow, from two to five millimeters 
in size, and some of the lesions showed retro- 
grade changes. Twelve hours later pustules ap- 
peared on the hairy scalp; twenty-four hours 
later a subdermal fluid mass was noticed under 
the scalp; thirty-six hours later there appeared 
punctate yellow-headed pustules on the chest 
and abdomen. Cultures from the lesions on the 
scrotum showed a hemolytic streptococcus, but 
cultures from the other areas were negative. The 
mother of this infant gave a history of tonsilitis 
four weeks previous to delivery. This raises the 
question of infection going from the maternal 
to the fetal side through the placenta and giving 
rise to the disease intrauterine. 

It seems plausible enough that infection may 
result from the vaginal or cervical secretions, 
where the interval between the rupture of the 
membranes and delivery is long enough. At this 
hospital, this year, an infant was born after a 
nineteen hour labor with a large cephalhema- 
toma bounded from the head by an ecchymotic 
ring which later became necrotic. On the second 
day postpartum numerous punctate pustules ap- 
peared on this ring. On the third day small 
pustules were found on the body. Culture 
showed staphylococcus albus. These lesions 
healed in a few days under treatment with boric 
packs to the head, and calamine lotion to the 
body. Because of the short interval from birth 
to the development of these lesions it is most 
likely that this infection came from the genital 
tract and developed easily on the injured tissue. 

Keho in his article acknowledges that the in- 
fective organism is contained in the vaginal se- 
cretion of some mothers, and that the infant may 
acquire the infection during birth. 

Mayes and Ullian in a recent interesting article 
report a series of investigations, and show the 
high percentage of women presenting for deliv- 


ery with pathogenic organisms harbored in the 
genital tract. 

Indirect transmission must also be considered. 
It is quite evident that under the usual nursing 
regimen the infecting agent could be transferred 
from one mother to another, and thus from one 
baby to another. Through poor hygiene the 
mother may transfer infective material from her 
vaginal secretions to the infant’s skin. 

In most hospitals visitors are excluded from 
contact with the infants, but have full visiting 
privileges to see the mother. It is possible for 
the infection to be brought in by a visitor, such as 
the husband, and transferred indirectly to the 
infant at nursing time. 

In the nursery the organism can be, and has 
been proven to be, harbored unsuspected among 
the various objects and equipment. Oftentimes 
oils, supposedly sterile, used for cleansing the 
babies are shown to be contaminated. 

Irritation also plays a part. Many adult pa- 
tients complain of the discomfort of irritation 
from hospital linen. The babies’ clothing, laun- 
dered under the same process, is much more ir- 
ritating to their more tender skin. Often the 
soap used in the babies’ bath may be blamed be- 
cause of high alkali content. That irritation does 
play a part is shown by the frequency of lesions 
developing at the sites of irritation and abrasion. 

Olmstead blames the warm, moist skin from 
an overheated nursery and excessive clothing. 
In his experience, nursery epidemics are more 
frequent during the summer months. In con- 
trast, at this hospital the infection predominates 
in the winter months. 

In the average American hospital little is done 
in the nature of prophylaxis. The nursery su- 
pervisor should be governed by definite rules of 
prophylaxis as established by a group of staff 
physicians. It would be futile to expect or at- 
tempt a condition of surgical asepsis. To change 
gloves and gowns between each baby would in- 
cur too much expense to the hospital. The fre- 
quent scrubbing necessary would be too severe 
on the nurses’ hands. However, with intelligent 
care and knowledge of the factors involved in 
the harboring and transmission of this infection, 
a condition of medical asepsis can be attained 
and the incidence and morbidity of this disease 
better controlled. 

It is more difficult to control an extension of 
the infection in the general type of nursery where 
babies are cared for as a group, and where sev- 
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eral nurses handle any of the babies indiscrimi- 
nately. The babies should be handled as in- 
dividually as possible and with an attempt at 
medical asepsis between them. 

Several different nursery arrangements and 
routines as carried out in several hospitals with 
good results have been reported. Rulison re- 
ports the régime now used at the Sutter Hospi- 
tal at Sacramento, California. The nursery is 
divided into sections, each accommodating six 
babies with their individual setups. These con- 
sist of the bassinette, a space for dressing and 
bathing the baby, and a shelf containing all the 
requisites for the baby’s care. They have aban- 
doned the spray bath and use individual bath 
units sterilized each day. The nursing system 
is so arranged that the same nurse takes care of 
three mothers and their three babies. These com- 
pose a unit. In the event that lesions appear, 
both the mother and baby are isolated under care 
of a separate nurse. No new patients are admit- 
ted into this unit until the other patients in this 
unit have been discharged and the unit cleaned. 

This system carries with it a greater expense 
and necessitates a larger nursing staff, but Ruli- 


son states that since its institution only four 


suspicious cases have developed. In a training 
school a system in which the same nurse took 
care of mother and baby would be impractical 
for teaching purposes. It would be more feasi- 
ble to divide the nursery into sections of about 
six babies each, with the nurses’ schedule so ar- 
ranged that the same series of nurses have only 
their group of babies and have nothing to do with 
the others. Also to divide the mothers into 
groups of the same number so that the mothers 
of a group of babies themselves compose a group 
under the care of a series of floor nurses who 
have no contact with other patients. I believe 
that the term group nursing is applied to this 
régime. 

At regular intervals each section should un- 
dergo a thorough cleaning process, sterilizing as 
much as possible. In caring for the babies most 
writers advise that the gown be changed, and 
the hands scrubbed, or at least passed through 
an antiseptic solution, between each baby. Where 
a great number of babies must be cared for the 
time lost and the damage to the nurses’ hands can 
be appreciated. 

In many hospitals the nursery laundry is auto- 
claved and sent to a separate laundry where the 
clothing is washed by hand with a mild soap, and 
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hung, preferably in the sun, to dry. This cloth- 
ing is then delivered to the nursery in sterile 
packs. The purpose of this is to have the baby’s 
clothing soft and sterile, containing as little 
chemical irritant as possible. 

On admission to the hospital, as part of the 
preparation, the prospective mother should be 
given a complete bath, or, at least, a careful ex- 
amination for suspicious lesions. Each day, post- 
partum, at bath time, this examination should 
be repeated. If any lesions develop, the mother 
and baby should be isolated. All babies and 
mothers who are placed in isolation should re- 
main so until discharged. With this arrangement 
the infant population would be divided in two 
groups, namely, the isolated babies under the 
care of one nurse, separate from the general 
nursery, and the general group under one or 
more nurses as is practical for the number of 
babies and the subdivisions in that group. 

Before beginning their period of training on 
the maternity floor all nurses should be carefully 
examined for lesions or conditions likely to in- 
cite such an infection. It should be made com- 
pulsory for any nurse to report any suspicious le- 
sions on themselves as soon as noticed, and to 
remain away from the maternity floor until such 
condition is pronounced safe by a staff doctor. 
Caressing and kissing their charges, a practice 
which, although a great temptation, is too general 
among the nursery nurses, should be condemned. 
demned. 

The nursery nurses should remove their gowns 
when they have finished with their charges and 
leave the nursery. When taking the babies to 
and from breast a gown should be worn which 
is to be replaced, before again coming for the 
babies, by a clean sterile gown. Nursery nurses 
should not visit out of the nursery in the same 
gown that is worn during the discharge of their 
duties. 

There are many different routines for baby 
care in various hospitals. Some hospitals ‘use 
olive oil for cleansing, but more hospitals are 
changing from this and using soap and water 
baths, either as a spray bath, or in individual bath 
tubs which are sterilized each day. 

At the Minneapolis General Hospital, imme- 
diately after the delivery, the babe is taken to 
the nursery and given an olive oil bath. In the 
morning it ‘is given a bath with water alone. 
Afterwards the baby gets its routine daily bath 
with a special soap made up by the hospital 
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pharmacist. Suspicious cases are isolated and, 
with the mother, put under care of a separate 
nurse. A recent epidemic was shortened by 
daily sponging of all babies after their bath with 
saturated boric solution, and dusting with a pow- 
der composed of calomel and zinc oxide, each 
one part, and talc three parts. During this pro- 
cess the mouth and nose of the baby are covered 
with a gauze mask to prevent aspiration. At the 
University Hospital the baby after delivery re- 
mains untouched for six hours, then is given a 
spray bath using castile soap. Neither of these 
hospitals reports much unpleasant experience 
with this disease. 

Keho reports the use of 1 per cent copper 
oleate in olive oil to remove the vernix. Kellert 
advises sponging after each bath with 50 per cent 
glycerine solution, which is supposed to exert an 
inhibitory influence on bacterial growth. 

Collins suggests a daily bath with a weak solu- 
tion of potassium permanganate, but this drug 
has the disadvantage of its staining qualities. 
Reed reports a series of cases after the injection 
of immunogen, made from staphylococcus aureus 
and albus cultures. Of forty-six cases injected 
during an epidemic, 80 per cent remained free 
from lesions; of twenty-seven cases not injected 
80 per cent developed pustules. 

There are several methods of treating this in- 
fection, and each has its advocates. The base of 
the lesions should be painted with some caustic 
solution such as 5 per cent copper sulphate or 5 
per cent silver nitrate, only once, followed with 
continued application of some ointment such as 
copper oleate, 1-2 per cent, or ammoniated mer- 
cury 2-5 per cent. Stronger concentrations are 
too irritating and are no more efficacious. Holder 
advocates painting the region of the lesion with 
2 per cent aqueous gentian violet, breaking the 
bleb and painting the base of the lesion with the 
same reagent. 

In the past, at this hospital, immediately after 
delivery and daily, the baby was cleansed with 
sterile mazola oil. Recently that routine has 
been changed so that on the third day post-par- 
tum daily bathing with soap and water is insti- 
tuted. If the baby develops suspicious lesions it 
is isolated under care of a separate nurse, but 
the mother remains under the regular nursing 
regime. 

In a review of the obstetric charts for 1929, 
of 517 babies, twenty developed lesions of 
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pemphigus or impetigo. The average time of 
appearance was five to seven days post partum. 
None of these cases were accompanied by any 
constitutional manifestations. The infection was 
still active at the time of the babies’ discharge 
from the hospital. Sixteen babies developed 
purulent conjunctivitis, some of whom also had 
impetigo lesions. No cultures were taken, so 
the causative organism cannot be stated. Seven 
babies had lesions suspicious of pemphigus and 
were isolated, with no developments. All but 
two of these cases developed in November and 
December. Despite all efforts to eradicate it, this 
epidemic continued through May of this year. 
No explanation was found for the source, but 
since then, except for a few cases with several 
pinhead pustules from which staphylococcus al- 
bus was cultured, there have been no cases of 
impetigo. 

In September of this year two cases with punc- 
tate pustular lesions appeared on the fifth day 
post partum. From these we cultured staphylo- 
coccus albus. Shortly after, two cases of frank 
impetigo developed. One appeared on the sev- 
enth day with one large pus-filled bullous on the 
left thumb, one on the right forefinger and sev- 
eral smaller lesions on the palms. The second 
baby developed lesions of the face, back of the 
neck, axilla and groin on the fifty day post par- 
tum. Cultures were made on blood agar hoping 
to find the streptococcus or staphylococcus aure- 
us, but only staphylococcus albus was found. 
This indicates that further bacteriological study 
is needed to establish the relationship of the al- 
bus type of staphylococcus to this disease. This 
organism is the one most commonly found on 
our bodies, and, for that matter, in our general 
surroundings. Either there is a variation in vir- 
ulence among the albus group or there is a varia- 
tion in the defence reaction to its invasion. 

The last case mentioned was treated with 50 
per cent glycerine sponges after the bath, 1 per 
cent mercurochrome and 2 per cent ammoniated 
mercury ointment to the lesions, dusting with 
Mulford’s preparation of bismuth-formie-iodide 
powder and general ultra violet ray administra- 
tion. The results were very satisfactory. 


SUMMARY 


There is some distinction between impetigo and 
pemphigus from a bacteriological and pathologi- 
cal standpoint, but from the viewpoint of epidem- 
iology they may be regarded as the same. 
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The mother is an important factor from an 
etiological standpoint in the transmission of this 
infection. 

Group nursing, with individualization, as far 
as practical, is necessary in the nursery. 

The institution of a prophylactic regime is im- 
portant when the infection first appears in the 
nursery. 

The nursery linen should be cared for in a 
separate laundry. 

The vernix should be removed with copper 
oleate (1 per cent) or ammoniated mercury (2 
per cent) in olive oil immediately and followed 
with routine daily bathing with mild soap and 
water. 

An attitude of concealment is not a scientific 
one and combats any progress in determining the 
facts about this disease. 


[May, 1931] 


BIBLIOGRAPHY 


. Jordan: 


a. Trans. Am. Hosp. Assn. for 1928, p. 552. 
b. Bull. Am. Hosp. Assn., Jan., 1930. 


. Sexton: Trans. Am. Hosp. Assn., 1928, p. 550. 
. Rulison: Jour. Am. Med. Assn. (Sept.), 1929, p. 


903 


. Kellert: Am. Jour. Obst. and Gyn. (Sept.), 1929, 


p. 426. 


5. Seeds:. Virginia Med. Month. (Nov.), 1929, p. 530 
. Ellison: Lancet, 1:1343, 1927. 
. Kohler: Indianapolis Med. Jour., 32:334 (June), 


1929. 


. Reed: Am. Jour. Obst. and Gyn., 17:49 (Jan.), 


1929. 


. Benians: Lancet, 1:174 (Jan. 26), 1929. 

. Keho: Northwest Med., 28:37 (Jan.), 1929. 

. Collins: Lancet, 1:227 (Feb. 2), 1929. 

. Baldwin: Am. Jour. Obst. & Gyn., 19:93 (Jan.), 


1930. 


. Holder: Am. Jour. Obst. and Gyn., 15 :857, 1928. 








PROGNOSIS IN HEART DISEASE* 


FrepRiIcK A. WILLIus, M.D. 


Rochester, Minnesota 


* LMOST daily, some patient or his relative, 

or some physician, attempts to impose on 

the clinician the function of soothsayer. Most 

clinicians, I believe, strongly resent the implica- 
tion. 

Therefore, in arriving at a prognosis, disease 
should be analyzed in relation to its inception, 
its course, and its termination, in the light of 
symptoms and signs. Experience will permit 
application of quantitative values whenever they 
are possible, but it should impose the obligation 
to apply these values by the act of judgment. 

It must ever be borne in mind that the art of 
medicine and the science of medicine are not 
synonymous terms that the sound clinician must 
possess the virtues of both. This is particularly 
true in cardiology, and the significance of in- 
dividualization of patients cannot be over-em- 
phasized, not only from the standpoint of prog- 
nosis but also from the standpoint of treatment. 

Prognosis is not possible until the diagnosis 
of the disease has been accurately established. 
In addition to identification of the disease, it is 
necessary to obtain additional information with 
reference to factors and conditions that may in- 
fluence not only the course of a given disease in 
general but also its course in an individual pa- 
tient. Experience, recorded in the form of sta- 
tistical data, gives valuable information. If 
data are completely recorded, and are sufficiently 
comprehensive in scope, they yield knowledge of 
what may be called the life cycle of disease. Such 
study of a disease necessarily deals with eti- 
ology, age of onset, course and duration, cause 
of death and age at death. The values obtained 
from a study of this nature are important, but 
they represent group ratios, and judgment is 
necessary in applying these values to the in- 
dividual patient. The group is comprised of 
many individuals, who as individuals are in no 
way comparable, and would not be comparable 
even under conditions of normal health. 

The obvious factors that may influence the 
life expectancy of a patient with heart disease 


*Submitted for publication November 3, 1930. From the sec- 
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are age, sex, heredity, occupation, etiology, type 
of lesion, mode of living, environment and inter- 
current infections. 


AGE 


The time of life at which heart disease affects 
the patient as evidenced by the onset of symp- 
toms, in relation to the time at which the eti- 
ologic factors entered, if this can be determined, 
has an important bearing on prognosis. Cardiac 
infections, for instance, are notoriously preva- 
lent in younger persons, and are largely limited 
to the first three decades of life, when rheumatic 
fever, chorea, tonsillitis, and the acute exanthe- 
matic disorders are common. In the middle and 
later decades of life, a great number of patients 
have myocardial disease, such as results from 
hypertension, arteriosclerosis and hyperthyroid- 
ism. Syphilitic cardiovascular disease is most 
frequently encountered in the fourth and fifth 
decades, owing to the fact that about twenty 
years elapse from the time of the primary infec- 
tion until the occurrence of symptoms and signs 
of circulatory disease. 

The interval which elapses between the initial 
cardiac insult and the careful examination of 
the patient together with the institution of a cor- 
rect, individualized remedial regimen are vital 
factors in determining the patient’s expectation 
of life. In cardiology, as in many branches of 


medicine, early recognition and proper manage- 
ment of the disease are of unusual significance. 


SEX 


In an analysis of 4,059 cases of organic car- 
diac disease noted in The Mayo Clinic, the sex 
incidence was found to be equal. The general 
impression exists that heart disease is more 
prevalent in men than in women. This unques- 
tionably is true in certain localities, in different 
kinds of practice, and in some forms of heart 
disease. 

In a study of the influence of sex on the 
course of heart disease it was found that the 
average life expectancy of women is greater 
than that of men. This is undoubtedly due to 
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the fact that women, as a group, are subjected 
less to occupational stress than are men, and 
that they more rapidly and completely adapt 
themselves to their physical handicap. It is in- 
teresting to speculate whether this observation 
will survive in the succeeding generations, owing 
to the fact that the so-called feminine emancipa- 
tion and the World War has placed many women 
in arduous occupations previously held only by 
men. The influence of childbearing on women 
as a group unquestionably counterbalances the 
greater life expectancy to some extent. Infec- 
tious cardiac disease and hyperthyroidism are 
more prevalent in women, whereas hypertension, 
coronary disease, and syphilis are more preva- 
lent among men. 


HEREDITY 


There has been considerable skepticism re- 
garding the part heredity plays in the propaga- 
tion of cardiovascular disease. Notwithstand- 
ing this skepticism, one who is in constant con- 
tact with patients who have these diseases be- 
comes more and more impressed with the signif- 
icance of the influence of heredity. I do not 
intend to imply that I believe that the disease 
itself is transmitted, but I am convinced that 
the tendency for the ultimate acquisition of car- 
diovascular disease is a heritage. I realize that 
the word tendency is used in a rather abstract 
manner, but its application here denotes the 
transmission of cardiovascular structures that 
lack the average qualities of resistance to the 
stresses and strains usual in an average life. The 
intermarriage of persons in whom cardiovascular 
disease may be present in one or in both, ulti- 
mately reflects the influence of the disease on 
their progeny, according to the law of Mendel. 
The detrimental influence is frequently carried 
further by subsequent intermarriages of descen- 
dants with others suffering from cardiovascular 
disease or descending from families in which 
such diseases are prevalent. 

At this time, the average expectation of life 
in the United States is assumed to be about 
sixty-five years. This presupposes that the 
average cardiovascular system, regardless of the 
ultimate cause of death, is so constructed that it 
will continue to function when subjected to the 
ordinary stresses and strains of life for an aver- 
age period of sixty-five years. In contrast to 
this are those persons in whom the heart, arter- 
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ies and kidneys fail at a much earlier age. This 
is particularly true of patients who have hyper- 
tension, coronary sclerosis and the forms of 
arterial degeneration associated with such condi- 
tions. The part heredity plays in the obviously 
acquired diseases such as those resulting from 
infections, and so forth, undoubtedly is minimal. 

A physician can readily convince himself re- 
garding the rdle of heredity in connection with 
this disease by carefully inquiring into the causes 
of death in the patient’s immediate and remote 
family. A striking example of the part heredity 
plays may be noted in the history of a patient 
who recently came under my observation. The 
patient was a man, thirty-six years of age, who 
presented himself for examination owing to the 
existence of severe cardiac failure. Analysis 
of this history was very interesting because it 
revealed that the paternal grandfather, the first 
member of the line in which the cause of death 
was known, died of apoplexy at the rather ad- 
vanced age of seventy-two, seven years beyond 
the present accepted average, whereas the father, 
the representative of the succeeding generation, 
did not fare so well, and died of angina pectoris 
at the age of fifty-four years, nine years below 
the accepted average. The representative of the 
third generation, the patient, was a cripple from 
cardiovascular disease at the early age of thirty- 
six years, with a probable life expectancy of less 
than a year. 

It is only reasonable to suppose that a struc- 
ture, as important and as dynamic as the cardio- 
vascular system, would have difficulty in surviv- 
ing the stress and abuse to which it is subjected, 
even under ordinary conditions of existence, if 
its fundamental, endowed qualities are inferior. 
Physicians daily see patients who are identified 
as constitutionally inferior; yet these physicians 
seem to find it difficult to realize that this infe- 
riority may not be generalized, but may be 
limited to various systems of the body. 


OCCUPATION 


Occupation is a vital factor in prognosis, and 
patients afflicted with heart disease, whose daily 
routine subjects them to strenuous physical 
stresses and strains, do not, as a rule, have a 
life expectancy comparable to that of other peo- 
ple performing lighter, more moderate duties. 
Whenever possible, it is desirable for patients 
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suffering from heart disease to obtain sedentary 
employment, and the responsibility for such ad- 
vice lies with the physician. 

Another factor of significance is involved 
when advising changes. For instance, when the 
patients are operators of public vehicles, sudden 
death from acute heart failure would endanger 
the lives of many persons. The classification in 
this group would include railroad engineers, bus 
drivers, chauffeurs, aviators, and so forth. 

It is becoming increasingly difficult for pa- 
tients engaged in strenuous occupations to obtain 
sedentary employment. The extensive employ- 
ment of women in business, in clerical lines as 
well as in industrial capacities, has created an 
enormous shortage of sedentary positions, so far 
as men are concerned. Many of the larger busi- 
ness and industrial organizations give preference 
to normal persons through the selective medium 
of physical examination, thereby further de- 
creasing the chances of the person with cardiac 
disability to be self-supporting in occupations 
that are commensurate with his abilities. 

Many of the larger cities, through public 
health agencies and welfare organizations, have 
become engaged in the problem of placing peo- 
ple with chronic heart disease in occupations 
suitable to their disability, and much has been 
accomplished already. 


ETIOLOGY AND TYPE OF LESION 


Life expectancy in the person with cardiac 
disease is largely dependent on the degree and 
extent of the injury to the cardiac musculature, 
and on the rate of progress of the pathologic 
process. Experience has shown that the mortal- 
ity differs widely in various forms of heart dis- 
ease. Prognosis depends mainly on the etiologic 
factor. In cases of diffuse myocardial disease, 
as exemplified by coronary and hypertensive 
heart disease, as a group the morbidity is high- 
est, owing to the fact that, as a rule, these forms 
of disease occur in older persons, that the car- 
diac lesion so frequently is only a part of a more 
or less generalized pathologic process, and that 
the underlying disease tends to be progressive. 

Endocardial valvular disease-——Chronic endo- 
carditis, as emphasized in a previous paper, is 
the result of rheumatic fever or chorea. The 
prognosis in the initial attack or in the acute 
stage of the disease usually is good. Death 


rarely occurs except from associated or intercur- 
rent disease. The ultimate outlook in endocar- 
ditis depends, in large measure, on the extent of 
the cardiac injury, that is, on the degree of asso- 
ciated myocardial and pericardial involvement, 
and on the care exercised in the subsequent man- 
agement of the patient. As a group, death of 
persons with mitral disease occurs earlier than 
that of persons with aortic disease. When aor- 
tic and mitral disease coexist, the mortality aver- 
ages approach those of mitral disease. 

Acute bacteria] endocarditis, which is usually 
the result of infection from Streptococcus hemo- 
lyticus, Diplococcus pneumonie (pneumococcus), 
staphylococcus and Neisseria gonorrhea (gono- 
coccus) invariably is fatal within a period of 
from three to five weeks. As a rule, it is only an 
incident in a generalized infectious process. 


Subacute bacterial endocarditis is probably 
always fatal. In a group of patients seen at 
The Mayo Clinic, none has recovered. Recov- . 
eries have been reported but, in view of more 
recent knowledge, the validity of the diagnosis 
in such cases is doubtful. It is now recognized 
that, from time to time, nonhemolytic strepto- 
cocci are recovered from the blood stream of pa- 
tients ill with rheumatic fever or with subse- 
quent exacerbations of the disease. Under such 
conditions, recovery of bacteria by blood culture 
would probably indicate the presence of acute 
rheumatic endocarditis, and not the presence of 
the disease known as subacute bacterial endo- 
carditis. 


The average course of subacute bacterial endo- 
carditis is eleven months; death occurs from 
gross visceral infarction, uremia, and the pro- 
gressive inanition of infection and anemia. 


M yocarditis——As already stated, myocarditis, 
in the correct use of the term, exclusive of its 
occurrence in valvular disease, is a relatively 
rare condition, notwithstanding the frequency of 
such diagnosis. The prognosis here depends 
largely on the degree and extent of the injury 
to the muscle of the heart, and on the virulence 
and the persistence of the infecting organism. 
I have observed a small group of cases in which 
focal myocarditis occurred in the course of acute 
and subacute infectious arthritis, and in which 
there was an early and high mortality from the 
cardiac lesion. These cases represent diffuse 
myocardial disease; the focal areas often are 
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confluent, and result in serious impairment of 
the function of the heart. 

Pericarditis—The significance of pericarditis 
depends chiefly on the infecting organism, its 
virulence, and the degree and extent of injury 
not only to the pericardium, but also to the other 
cardiac structures. Pericarditis may be classified 
as follows: (1) fibrinous, (2) rheumatic, (3) 
purulent, (4) adherent, and (5) tuberculous. 

As a rule, the cardiac handicap resulting from 
simple fibrinous pericarditis is small and the 
prognosis is good unless the inflammatory 
process is recurrent and results in deformity. 
When effusion occurs, the seriousness of the 
condition is dependent on the quantity of fluid 
formed, its rate of formation, recognition of its 
presence, its removal before serious cardiovas- 
cular embarrassment occurs, and the type and 
virulence of the infecting microdrganism. 

The pericarditis of rheumatic fever is invari- 
ably only a part of the pancarditis, and, as a 
result of the extensive, associated cardiac injury 
is ultimately attended by a high mortality rate. 

Purulent pericarditis frequently is rapidly 
fatal, as often it is but a manifestation of a 
severe, generalized infection. It may, however, 
arise by extension from a contiguous focus of 
suppuration, such as empyema within the thorax. 


The prognosis in adherent pericarditis depends 
almost entirely on the degree of mechanical in- 
terference to which the heart is subjected, and 
to the rate at which the barriers develop. The 
process usually is insidious in its development, 
the heart responds gradually by hypertrophy, 
and functional adequacy is frequently main- 
tained for many years. 


Tuberculous pericarditis is essentially of two 
types, namely, the primary, in which the infec- 
tion arises primarily in the pericardium, and the 
secondary, in which the invasion of the pericar- 
dium occurs from _ contiguous intrathoracic 
lesions of tuberculosis. The latter type is by far 
the more common, and unless the involvement 
is very extensive and unless secondary suppura- 
tive infection occurs, the prognosis is reasonably 
good. Under average conditions, it may be 
compared to the condition of pleural tubercu- 
losis. However, the prognosis of primary tu- 
berculous pericarditis is unfavorable, particu- 
larly when recurrent effusion occurs; the effu- 


sion frequently occurs in enormous quantities 
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and is prone to accumulate very rapidly. Fre 
quently, a fatal complication is extensive venous 
thrombosis involving the brachial vessels, un- 
doubtedly in part the result of pressure and 
stasis. 


Cardiovascular syphilis—Early recognition 
and proper treatment are of primary importance 
in the prognosis of cadiovascular syphilis. In 
the early stage the lesion is limited to the outer 
layer of the aorta, gaining entrance by way of 
the small lymphatic vessels which accompany the 
vasa vasorum, and causing peri-aortitis. When 
invasion of the media and intima occurs, the 
process is often beyond control. As the inflam- 
matory reaction of syphilis is productive, it soon 
leads to reparative fibrosis, producing deformi- 
ties which have a profound influence on the car- 
diovascular mechanism. Of note among these 
cicatricial changes are those which involve the 
aortic valve leaflets and ring, causing aortic in- 
sufficiency, and those which produce atresia of 
the coronary orifice, thereby hampering the nu- 
trition of the heart. It is probable that actual 
myocardial changes have occurred in all moder- 
ately advanced and advanced cases. The 
changes are hypertrophy in the case of aortic in- 
sufficiency, and myofibrosis in the case of atresia 
of the coronary orifice. Two fundamental lines 
of thought are advanced today with regard to 
cardiovascular syphilis. The first: ascribes the 
failure of the muscle of the heart that ultimately 
occurs to purely mechanical effects, already dis- 
cussed, and the second ascribes this failure to 
the actual existence of syphilitic myocarditis. 
The latter point of view has been supported by 
the occasional demonstration of spirochetes in 
the myocardium, although it is difficult to recon- 
cile this idea with clinical and pathologic facts. 
The presence of gummas in the myocardium is 
a different matter, and irrevocably establishes 
the diagnosis of syphilitic myocarditis. Until 
evidence is offered which will lead to other con- 
clusions the mechanical theory of myocardial in- 
jury must be generally accepted. 

The prognosis in the early stage of cardiovas- 
cular syphilis is reasonably favorable, provided 
adequate and persistent treatment is instituted 
early. In the later stages, the outlook is uni- 
formly grave, as progressive cardiac failure in- 
variably occurs, even in spite of rigid treatment. 
Intensive treatment in the moderately advanced 
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and advanced cases usually hurries the course of 
the disease, and may prove fatal soon after it is 
instituted. Such treatment should be avoided at 
all times. 

The onset of congestive failure of the heart is 
the beginning of the end, in my experience; only 
two patients in the series seen at the clinic lived 
more than a year after its onset. 

Diffuse, noninfectious myocardial disease.— 
Coronary sclerosis is one of the most important 
problems in cardiology at present. Angina pec- 
toris occurs in about a third of the subjects, and 
undoubtedly represents the most serious form of 
the disease. 

The early manifestations of the anginal syn- 
drome are too often considered insignificant by 
the physician because the objective examination 
of the heart reveals little or no evidence of or- 
ganic disease, and therefore the patient is per- 
mitted to carry on his usual work. The onset 
of retrosternal pain or discomfort and the occur- 
rence of nocturnal dyspnea, particularly in pa- 
tients of middle or later life, should always be 
considered an ominous sign until positively 


proved otherwise. The fact that the pain, origin 


and distribution are often atypical requires a 
knowledge of these possibilities in evaluating 
the condition of a patient whose complaints are 
not typical. John Hay very impressively ex- 
pressed himself in the following words: “Prog- 
nosis is often at fault because the significance 
of the slight and early manifestations is misin- 
terpreted. These minor anginas have certain 
characteristics which should enable them to be 
recognized for what they are, symptoms often 
unobtrusive, yet significant, and only yielding up 
their secret to careful cross-examination. They 
may be compared to a gesture, slight but omi- 
nous, and full of menace.” 

Acute occlusion of a coronary branch by em- 
bolism or thrombosis is one of the most serious 
catastrophes in cardiology, and it may occur in 
any case of coronary disease, even though the 
changes in the aorta are minimal. The imme- 
diate mortality is exceedingly high; at least half 
of the patients die at once or within a few hours. 
Those who survive the immediate attack may 
live for from several months to five or six years; 
death ultimately occurs from progressive myo- 
cardial failure or recurrent cardiac infarction. 

Hypertensive heart disease-—The chief effect 
of hypertension on the heart is to cause myocar- 
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dial hypertrophy, particularly of the left ven- 
tricle, due to increased work. As hypertrophy 
increases and dilatation supervenes, impairment 
of function occurs, which is manifested as heart 
failure. Associated coronary changes, as pre- 
viously emphasized, modify the disease. 

It is not always possible to foretell the man- 
ner in which a patient with hypertension will 
die. However, statistical study has shown that 
when the cardiac phase of the disease dominates, 
death usually occurs from heart failure. Prog- 
nosis in the individual case is extremely difficult ; 
a serious prognosis given at the time of exam- 
ination greatly embarrasses the physician if, sev- 
eral years later, he meets the patient, who ap- 
pears to be still in fairly good condition. The on- 
set of congestive failure usually warrants a grave 
estimate of the outcome, and the evident asso- 
ciation of coronary disease obviously diminishes 
the expectation of life. 

The heart in goiter—The heart both in ex- 
ophthalmic goiter and in hyperfunctioning ade- 
nomatous goiter is subjected to increased work 
as a result of the elevation of the basal metabolic 
rate. Irreparable cardiac injury in both dis- 
eases is unusual unless the course has been 
allowed to become protracted. The favorable 
prognosis that usually can be given in such cases 
is attributable to the fact that the disease of the 
thyroid gland is amenable to cure by operation. 


MODE OF LIFE AND ENVIRONMENT 


The patient’s mode of life is molded by many 
influences; chief of these are his temperament, 
the habits he has developed, his financial status, 
which governs to a large extent the comforts and 
protections of life, his recreations, and so forth. 
Temperament is a very important consideration 
in heart disease, and is to a large degree a heri- 
tage. The intensive, dynamic, irrepressible per- 
son is an unfavorable subject to abide rigidly 
by the regimen prescribed, whereas his opposite, 
the phlegmatic, comfortable patient, readily 
adapts himself to such changes. 


PHYSICAL SIGNS 


The condition of the heart as elicited by care- 
ful physical examination gives very significant 
data regarding prognosis. The degree of effi- 
ciency and integrity of the heart invaded by dis- 
ease is directly dependent on the condition of 
the myocardium. The size of the heart is an 
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important prognostic sign, as marked enlarge- 
ment, particularly when dilatation exceeds hy- 
pertrophy, frequently ushers in severe heart 
failure and death. 

Murmurs are important signs in the diagnosis 
of the type of lesion, but do not deserve the em- 
phasis they have received in the past. Not so 
long ago the presence of a murmur was consid- 
ered a sufficient reason, regardless of the char- 
acter, time, or situation, for diagnosing organic 
disease of the heart. Murmurs are frequently 
evanescent, particularly those accompanying in- 
creases in rate of circulation such as occur in 
anemia, hyperthyroidism and pyrexia. 

The murmurs that are now recognized as be- 
ing of greatest significance are those of mitral 
stenosis and aortic insufficiency. Prognosis does 
not depend on the murmur itself, but on the fact 
that the murmur in question indicates a valvular 
lesion, and the outlook is governed by the condi- 
tion of the myocardium as influenced by the 
valvular lesion. 

Gallop rhythm and heart tones that are dis- 
tant and lack definition and differentiation are 
important signs, for they indicate a marked de- 
gree of myocardial fatigue. 

Cardiac arrythmia of itself does not necessa- 
rily increase the seriousness of the prognosis, but 
it often occurs when heart disease is well ad- 
vanced. This is true of auricular fibrillation, 
one of the most common and significant dis- 
orders of rhythm. 

Premature contractions do not affect prog- 
nosis except as they occur in conjunction with 
serious disease of the heart. They are common 
in perfectly normal hearts. Pulsus alternans is 
always a very grave prognostic sign, usually is 
soon followed by death, and is indicative of 
marked impairment of cardiac function. 

The prognosis with complete heart-block is, as 
a rule, unfavorable, particularly when associated 
with attacks of the Stokes-Adams type. The 
fact that most of these conditions are the result 
of coronary disease implies the existence of a 
pathologic process that is progressive in nature. 
Any disorder that may profoundly affect the 
brain, such as occurs during the Stokes-Adams 
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seizures, is dangerous and may result in sudden 
death. 

The prognosis of paroxysmal tachycardia de- 
pends chiefly on the type of tachycardia, and on 
whether or not associated organic cardiac disease 
exists. When associated heart disease is pres- 
ent, the prognosis is largely that of the under- 
lying cardiac disease. 

Electrocardiographic studies have _ revealed 
data of great prognostic significance not deter- 
minable by other means. This is particularly 
true of significant T wave negativity and bundle 
branch block. These facts, if no others could 
be found, would justify the use of the electro- 
cardiograph in clinical medicine. 


INTERCURRENT INFECTIONS 


Intercurrent infections, either acute infections, 
episodes of one form or another, or foci of 
chronic infection, which exert influence during 
the course of cardiovascular disease, have un- 
favorable influences. Little usually can be done 
to avoid the acute infectious diseases, but evi- 
dent foci of infection may be eradicated. The 


chief indication for this procedure is in the early 
stage of the disease, and not when the disease 
is so advanced that no reasonable chance for even 
temporary improvement exists. 

Little is known regarding the etiology of ar- 
terial degeneration, and it is not beyond reason- 
able speculation that infection may play a vital 


part. It is therefore probably correct to erad- 
icate foci even before the advent of actual dis- 
ease. 


TREATMENT 


Prognosis in a large majority of cases is de- 
pendent on the adequate management of the pa- 
tient. This must always be made an individual 
problem, for the cardiac status of similar types 
of disease varies greatly. There is little ques- 
tion but that the life expectancy of many pa- 
tients can be distinctly increased by the institu- 
tion and the maintenance of a proper regimen. 
This is not fully appreciated, and only too often 
little attention is given to a patient after he has 
temporarily recovered from an acute attack of 
cardiac failure. 
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FUNCTIONAL DISORDERS OF THE BOWEL* 


R. S. YivisaKer, M.D. 
Fergus Falls, Minnesota 


IS with a great deal of wholesome respect 
that one attempts the presentation of such a 
subject as this—functional disorders of the 
bowel. This attitude has as its chief source, 
perhaps, the gradually increasing mass of good 
literature on the subject which has appeared 
within the past few years. Certainly, after read- 
ing some of this literature, one is tempted to 
feel that, in our present knowledge, everything 
has been written on the subject that can be writ- 
ten. However, one’s respect is not lessened 
either by the fact that probably more than 50 
per cent of the patients who consult the average 
practitioner have as their main complaint symp- 
toms to which no other label can be attached 
than that of a functional disorder of the bowel. 
Nor is this respect diminished by the fact that 
the functional gastrointestinal patient is usually 
the neurotic patient whose story is a long one, 
never repeated twice in the same way, and whose 
symptoms are multiple and vague. 

The problem of the functional gastrointes- 
tinal patient is a difficult one, for it must be re- 
membered that his complaints are as real as, 
and in some cases more severe than, those of 
a patient with far advanced carcinoma of the 
stomach. On the other hand, there is no more 
grateful patient than the functional patient who 
has found relief, or, in some cases, who has 
found only a satisfactory explanation for his 
symptoms. Thus, in many cases, at least, it will 
be found that the hours spent in carefully ques- 
tioning, in thoroughly examining, in observing 
and finally in explaining the condition to, and re- 
educating such a patient are well worth while. 

It is, of course, not the purpose of this paper 
to try to cover the entire field of functional 
bowel disorders. I shall try only to bring out a 
few points which I regard as important espe- 
cially in regard to treatment. 

As an introduction I would like to call atten- 
tion to certain facts in the physiology of the in- 
testinal tract. We are here concerned primarily 
with the physiology of the movements of the in- 


*Read before the annual meeting of the Northern Minnesota 
Medical Association, Moorhead, Minnesota, September 20, 1930. 


testines and only secondarily with the process of 
digestion and absorption. In the small intestine 
there are three types of movement—the rhythmic 
segmentation movements which are localized 
rhythmic contractions of the circular muscle 
which knead the intestinal contents and spread 
them over the intestinal surface; the pendulum 
movements which are swaying movements in 
which the contents of a short loop of intestine 
are thrown from one end to the other; and lastly 
the peristaltic rushes—larger waves which may 
start anywhere in the small intestine and go 
short or long distances down the bowel. The 
latter usually start in the duodenum and usually 
go no farther than the ileo-cecal valve, but occa- 
sionally they continue on down the colon. Nor- 
mally we do not feel these, but in disease condi- 
tions, especially diarrhea, they may be evidenced 
by “queer feelings, breaking out of sweats and 
fainting at the toilet” (Alvarez). Also, in ex- 
hausted and nervous conditions, we may become 
conscious of these waves. The colon has nor- 
mally very sluggish movements. There is very 
little peristaltic activity. The material from the 
ileum is pushed into the cecum and ascending 
colon merely by the pressure of the material 
coming after it. From here the fecal material 
is transported to the pelvic colon by so-called 
mass movements. These occur only a few times 
a day—usually on arising in the morning and 
during or after each meal. When the pelvic 
colon becomes filled, the next mass movement 
carries the contents on into the rectum. This 
gives rise to the desire to defecate. In most 
people this occurs once daily, usually in the 
morning on arising or after breakfast, but this 
is by no means constant. The tonus of the cir- 
cular muscle of the colon appears to act as a 
resistance to the mass movements. 

There are two theories as to the origin of 
these muscular movements of the intestine. The 
older theory of Bayliss and Starling stated that 
they were chiefly the result of nervous impulses 
—the neurogenic theory. Recent work has tend- 
ed to disprove this theory and show that the 
smooth muscle of the intestine has an inherent 
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property of contracting rythmically, in fact that 
it may be entirely autonomic, the nervous mech- 
anism acting merely as a regulator so that the 
various parts of the intestine may work in har- 
mony. Alvarez has advanced his “gradient 
idea.” According to this there is a gradual de- 
crease in the inherent muscular activity and irri- 
tability and certain other factors from the 
duodenum on to the rectum. This, he says, ac- 
counts for the downward passage of food along 
the intestinal canal. An increase in the irritabil- 
ity at any point in the intestine may upset the 
downward gradient and disturb the passage of 
food along the intestine. Local spastic contrac- 
tion may also be produced. This increase in ir- 
ritability can be brought about by local irritation 
—by inflammations, by irritating foods and 
chemical poisons, and by nervous influences. It 
can be seen that this could result either in a di- 
arrhea, or, if the spastic contractions are con- 
stant and prolonged, in an actual obstruction and 
thereby constipation. The fundamental process 
in either case is the same. 

As regards the physiology of digestion and ab- 
sorption, there is one factor which seems to me 
to be important. Recent measurements of the 
length of the bowel in living human beings tend 
to show that previous measurements made on 
cadavers were much too long. In fact, it now 
seems proven that the intestine of man ap- 
proaches very nearly those seen in carnivorous 
animals in which the length of the bowel is only 
from four to eight times the body length. In 
herbivorous animals the bowel length rises to 
from twenty-five to one hundred times the body 
length. In this connection it is interesting to 
note the observation made by Stefansson in his 
stay among the Eskimos. He found that these 
people have practically only fatty meats for 
food. In order to learn more about the effect of 
such a diet, Stefansson himself lived on an ex- 
clusive meat diet for two years, eating also, of 
course, the fat that came with the meat. He 
makes the statement that once he had become ac- 
customed to his new diet he felt much better 
than he had before. Starling has the following 
further consideration to offer: “There is no 
doubt that many of the disorders of middle life 
may be put down to over-feeding and lack of 
muscular exercise, but there is just as much 
reason to ascribe these evils to the carbohydrates 
as to the proteins of the diet. Indeed, it has been 
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found that for men leading a sedentary life a 
moderate protein and fat diet is more suitable 
than one consisting chiefly of carbohydrates. In 
this case the normal stimulation to oxidation of 
the foodstuffs, viz., muscular exercise, is absent, 
and the stimulating effect of proteins on metab- 
olism, their specific dynamic action, useless when 
muscular work has to be performed, is under 
these conditions a real value to the organism.” 
Farther on he states, “Overloading the intes- 
tines ‘with carbohydrates in many individuals 
leads to abnormal fermentation, the production 
of gases, and general discomfort.” 

Time does not permit us to discuss the symp- 
tomatology and diagnosis of functional disorders 
of the bowel, but a few statements should be 
made in regard to diagnosis. Let me repeat 
here that the vague symptoms of nervous indi- 
gestion usually require a much more careful anal- 
ysis than the definite symptoms of organic pa- 
thology. There are some patients in whom a di- 
agnosis of a functional type of disorder can be 
made with a fair degree of certainty almost as 
soon as the patient begins to talk. Even these 
individuals require a careful examination if for 
no other purpose than to convince them that 
there is no organic disease present and that the 
condition is not a serious one. It must be re- 
membered, too, that the neurotic patient can de- 
velop organic pathology. A very interesting 
case will serve to illustrate this. A man in the 
late fifties complained of a constant, dull pain in 
the midepigastrium which radiated straight 
through to the back. This had been present sev- 
eral months and had grown steadily worse. 
There was no relation to the taking of food nor 
to bowel movements. There had been some loss 
of strength. His previous health had been good 
and there were no other symptoms. The physi- 
cal examination and laboratory and X-ray exam- 
inations were entirely normal except for a con- 
stant deformity of the duodenum with the bari- 
um meal. This certainly did not go with his type 
of distress. He was sent to the hospital for ob- 
servation. During the period of observation the 
nurse in attendance complained repeatedly about 
the marked neurotic tendencies of the patient. 
Most of the day he would lie quietly in bed, but 
as soon as someone entered the room he would 
assume the position of one who was “doubled 
up” with pain. His conversation revolved al- 
most entirely about his ailment. However be- 
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cause of the history of a recent onset in a man 
past middle life, the loss of strength, the duo- 
denal deformity with no relief from careful ul- 
cer management, an exploratory laparotomy was 
decided upon. An inoperable carcinoma of the 
pancreas was found. 

As we come to the treatment of functional 
bowel disorders we look first for a classification 
to guide us. To classify these disturbances is, of 
course, not easy. Alvarez lists the functional 
types of indigestion according to the etiology and 
the outstanding symptoms as follows: 

Fatigue neurosis. 

Temperamental indigestion. 

Anxiety neurosis. 

Marital infelicity. 

Nervous vomiting. 

Psychopathy. 

Constitutional inadequacy and asthenia. 

Hypovarianism. 

Enteroptosis (he no longer thinks that this 
causes symptoms ). 

10. Migraine. 

11. Mucous colitis. 

12. Intestinal allergy. 

13. Constipation. 

14. Flatulence. 

15. Diarrhea. 

This is probably the best grouping that we 
have to go by in arriving at the fundamental 
mental or emotional conflict and physical back- 
ground at work in any individual case. It has 
struck me, however, that patients seeking relief 
for these functional disturbances fall rather nat- 
urally into a few larger classes somewhat as 
follows: 

1. Those 
~ Symptoms. 

2. Those with symptoms which are due to 
the overuse of cathartics. 

3. The high strung, nervous type, usually 
with a comparatively high degree of intelli- 
gence. 


with constipation without other 


4. The weak-backed, asthenic, visceroptotic 
girl whose chief trouble is a general constitu- 


tional inadequacy and whose 
usually somewhat below par. 

5. The overweight individual of middle age 
or over with symptoms due to excess fermenta- 
tion of starches. 

6. The definitely psychopathic individual. 

It is admitted that this classification is not all- 


intelligence is 
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inclusive. There is also considerable overlap- 
ping of the groups in many cases. But I think 
that the types pictured in each group will serve 
as fairly good models in treating most of the 
functional bowel cases who present themselves 
to the average practitioner. It should be re- 
peated here that in those cases in which there is 
a mental or emotional conflict at the bottom of 
the trouble no good can be accomplished until 
that conflict has been settled. 


Group 1.—The patients who come in com- 
plaining of constipation alone are comparatively 
rare. Now that the medical profession is com- 
ing to be properly educated in managing this 
type of case, it would be fortunate if more peo- 
ple would seek advice concerning this so that we 
might gradually re-educate people and undo the 
evil that has for years been done, not only in 
prescribing, but also in allowing people to use 
laxatives indiscriminately. Active propaganda is 
necessary in this respect. Provided organic ob- 
struction to the bowel has been ruled out, and 
minor lesions about the anal canal have been 
treated, the best and simplest advice to give 
these patients is not to meddle, but allow nature 
to take care of itself. It should be explained to 
them that there is a great variation among peo- 
ple in the frequency with which they must empty 
their bowel. Some people can go three, four and 
five days without a bowel movement and feel no 
ill effects. They should be instructed, however, 
to yield promptly to the desire to defecate. 
Other than this, they should forget that they 
have a bowel. 


Group 2.—The patients in this group may also 
complain only of constipation. Further ques- 
tioning will bring out the history of the frequent 
use of cathartics and coarse foods and the pres- 
ence of a certain amount of abdominal distress. 
These patients show the symptoms and findings 
of the “spastic” or “irritable” bowel in its sim- 
plest form. Their symptoms vary usually ac- 
cording to the length of time they have been sub- 
ject to the cathartic habit. There may be only 
mild griping pains after the taking of laxatives. 
On the other hand, the patient may complain of 
many symptoms, including pain, which may be 
localized anywhere along the course of the colon 
and which is usually described as cramps or gas 
pains, burning pain in the epigastrium, fullness 
in the epigastrium, queer feelings often de- 
scribed as “an all gone feeling,” the desire to 
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defecate when the rectum is empty, passage of 
small quantities of mucus in the stool, flatulence, 
loss of appetite, nausea, vomiting, and some- 
times general symptoms such as headache, dizzi- 
ness and lassitude. The characteristic feature 
about the abdominal symptoms is their relation- 
ship to defecation. A good bowel movement 
usually relieves some or all of the symptoms 
temporarily. The treatment depends on the 
severity of the symptoms. Mild symptoms will 
usually be relieved as soon as the irritant laxa- 
tive or food has been stopped, provided the con- 
dition has been explained to the patient and the 
fallacy of the use of laxatives and coarse foods 
pointed out. Patients with moderately severe 
symptoms will require more careful manage- 
ment. They should be given a bland, low resi- 
due diet. If possible, they. should rest for an 


hour after each meal with a hot water bottle to 
the abdomen. If the bowels do not move for 
two or three days, a small quantity—2 ounces— 
of olive oil may be injected into the rectum at 
bedtime to be retained over night. An attempt 
should be made to move the bowels the next 
morning. If this is unsuccessful, a half pint of 


plain tap water or physiologic saline solution 
may be injected to start the bowel movement. 
Antispasmodic drugs are often helpful, such as 
the calcium salts—pure grades of calcium carbo- 
nate and calcium phosphate. If pain is promi- 
nent, small doses of extract of belladonna may 
be added to the calcium salts. During the course 
of treatment, the physician should frequently ob- 
serve the character of the stools at the same time 
as he is taking his patient’s mind off this subject 
as much as possible. It should be remembered 
that a small, hard, marble-like stool has the same 
significance as a mushy or liquid stool, indicat- 
ing an overactive or spastic bowel. Severe cases 
should be treated the same as a severe diarrhea, 
put to bed, started out on scalded milk and hot 
gruels every two hours, hot wet packs to the ab- 
domen every alternate hour and it may be neces- 
sary to add bismuth and larger doses of bella- 
donna or opium to quiet the bowel. As the con- 
dition of the patient and the character of the 
stool improves, bland foods should be added and 
the patient soon put on the more moderate man- 
agement previously outlined. It is necessary to 
warn the patient that some time may be needed 
in readjusting the bowel and to reassure him 
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that no harm is done by the small, infrequent, 
hard stools. 

Group 3.—This group includes many of the 
hardest working and most keenly intelligent peo- 
ple that we meet. Their chief trouble is that they 
drive on and on carrying the burden and doing 
the work of several average people until finally 
they crack under the strain. Once we are able to 
“get under their skin,” allow for some of their 
eccentricities and explain to their satisfaction the 
cause of their present condition, they become 
some of our most pleasant patients. Their ab- 
dominal symptoms are essentially those of the ir- 
ritable bowel with a tendency to be more vague 
than those listed in the cathartic habit group. 
In many, a chronic cathartic habit is superim- 
posed. There may be constipation or diarrhea. 
The cases of so-called mucous colitis usually 
come under this group. In addition, there is the 
general nervous and muscular tension often re- 
sulting in insomnia and other difficulties. The 
main therapeutic indication is for rest, physical 
and mental, as far away from their pet worries 
as it is possible to get them. To begin with, 
sleep and relaxation should be induced by means 
of sedatives, the simpler ones like the three bro- 
mides and luminal being the best. These can 
later be tapered off as the patient improves. 
While the patient is on the rest cure, it will 
usually be necessary to treat his abdominal 
symptoms. This is best done by giving a bland 
diet and prescribing the other measures used in 
the treatment of the spastic bowel. The hot ab- 
dominal packs will be found especially useful in 
relaxing the tense patient and often is the main 
factor in inducing sleep. Light, general massage 
and ultraviolet radiation treatments are also 
beneficial in improving muscular tone and build- 
ing up the patient’s resistance. 

Group 4.—There are many men as well as 
women who fall into this group, but we are best 
acquainted with the young lady mentioned so 
that she can be used as type. She is probably the 
most trying of our patients. Her symptoms are 
due mainly to such a lowering of her nervous 
threshold that most of the sensations which come 
in to her central nervous system are immediately 
referred out again to some organ or organs in 
the form of pain, hot and cold flushes, paresthe- 
sias and what not. Her symptoms are therefore 
varied and vague and not necessarily referred to 
the bowel although the mass of efferent nervous 
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stimuli set free must certainly upset the down- 
ward gradient of forces in the bowel and produce 
conflicting muscular contractions and therefore 
intestinal symptoms. She is usually also below 
par physically and is therefore more subject than 
most of us to all human ailments. Not only 
that, but often she is somewhat lacking in men- 
tality and so unable to cope with the problems of 
life. I recently saw just such a patient. On top 
of it all she was married to man twice her age 
and lived with her aged parents-in-law. It is 
not necessary for me to describe the result. In 
treating these people it is best to explain to the 
family at least that we cannot expect a cure. 
The most that we can hope to do is to try to 
build up their resistance and so ward off some 
of their physical ailments. Occasionally they can 
be educated to live fairly comfortably with their 
nervous troubles. In carrying out the treatment, 
it is probably best to put them to bed away from 
the family. The mass of nervous stimuli which 
bother them should be cut down as much as pos- 
sible by means of sedatives and a bland diet. 
The latter should have a high caloric value and, 
to begin with, it may be necessary to force the 
feeding by having the nurse feed the patient. 
In many 


Ultra-violet radiation is important. 
cases small doses of thyroid extract are of value 
in speeding up the general metabolism. 

Group 5.—The quotation from Starling previ- 


ously cited characterizes this group well. The 
excessive fermentation of carbohydrates is, how- 
ever, seen in others besides the overweight indi- 
vidual of middle age. In fact, in my opinion, 
the outstanding dietary sin of today is the ex- 
cessive use of carbohydrate foods, and I believe 
that recent physiologic studies support this view. 
As the difficulty that these people have is an 
excessive fermentation of carbohydrates, their 
chief symptom is flatulence. In severe cases 
there has resulted also a considerable degree of 
bowel irritability with its symptoms. General 
symptoms: such as headache, dizziness, nervous 
irritability and muscular weakness are common. 
The chief indication for treatment is the with- 
drawal of carbohydrate foods as far as possible. 
If the symptoms of bowel irritability are marked, 
the diet should at first have a low residue. Al- 
varez believes that the chief cause of excess fer- 
mentation is an excess of undigestible cellulose 
in the diet. Some fruits and vegetables may 
later be gradually added. The permanent diet 
should consist mainly of milk, cream, butter, 
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eggs, meat, and fruits and vegetables. Potatoes, 
bread, and cereals should be used in moderation. 
Pastries, rich foods, preserves and hot breads 
should especially be avoided. A _ generous 
amount of daily exercise is necessary to help 
burn up the glucose as it is absorbed. Calcium 
salts greatly help the bowel irritability. 

Group 6—The group of definitely psycho- 
pathic individuals with abdominal symptoms 
may be a real diagnostic problem, and this is the 
only reason for including them here. Once the 
diagnosis is made, the only treatment is to turn 
them over to a competent psychiatrist. They 
bring out the importance of carefully going into 
the family history for a hereditary background 
for insanity and into the patient’s previous his- 
tory for evidences of peculiarities of conduct. 
If the diagnosis is missed, they come to be a 
real nemesis for the practitioner, as ordinary 
forms of treatment are worse than useless for 
their fixed notions. 

SUMMARY 

1. Attention is called to certain facts in the 
physiology of the movements of the intestines 
and of digestion and absorption of food. Par- 
ticular emphasis is laid on the fact that certain 
influences may bring about an increase in irrita- 
bility anywhere along the intestinal tract, result- 
ing in either a diarrhea or a constipation, and 
also on the fact that recent physiological studies 
point to an error in the present day tendencies 
toward high carbohydrate diets. 

2. The necessity for careful study of the so- 
called neurotic patient is brought out. 

3. The classification of Alvarez is cited and a 
simplified classification is offered, based mainly 
on types of patients familiar to most practition- 
ers. A brief outline of the management of each 
of the groups mentioned is given. 
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BENIGN POLYPS OF THE COLON AND THEIR RELATION TO 
CANCER* 


Harotp E. Huttsiek, M.D., F.A.C.S. 
Saint Paul 


= claims one out of twelve in the hu- 

man race. One out of every thirty lethal 
cancers occurs in the rectum. Carcinoma of the 
intestinal tract comprises 12 per cent of all can- 
cers of the body, and of these, 65 per cent are 
in the rectum. Lockhart-Mummery, after a 
study of two hundred cases of carcinoma of the 
rectum, believes that the most important predis- 
posing cause, apart from age, is the presence of 
benign adenomata. In a large majority of his 
cases in which a segment of bowel had been re- 
sected for carcinoma, associated adenomata were 
present. Verse asserts that most gastro-intestinal 
cancers arise from simple adenomata, themselves 
the result of inflammatory hyperplasia. 

In a series of one hundred and twenty-seven 
cases of multiple polyposis collected from the lit- 
erature by the author in 1928, the known malig- 
nancy incidence was 34.6 per cent. An additional 
thirty-one of these patients died after having 
suffered symptoms ‘which were very suggestive 
of malignancy, so that it is reasonable to suppose 
that the index is considerably higher than the 
figures show. Jones says, in speaking of polyps, 
that they are, ‘ . a condition we have come 
more and more to believe of great importance, of 
even greater importance than carcinoma itself, 
for polyps frequently become carcinoma, and 
proper treatment before they become malignant 
means permanent cure.” Yeoman says, in speak- 
ing of single, benign polyps, “Unless thoroughly 
removed at the base they are likely to recur and 
are prone to malignant degeneration.’ 
according to Ewing, can more clearly be demon- 
strated the logical transition from simple inflam- 
matorv hyperplasia to tumors which are morpho- 
logically, pathologically, and clinically adenomata 
and carcinomata. The foregoing remarks and 
quotations should be sufficient to emphasize the 
necessity for a keen appreciation of the potential 
dangers of benign tumors of the bowel. 

A tumor, Ewing says, is an autonomous new- 
growth of tissue, and may be classified according 


, 


Nowhere, 


~ From the Miller Clinic. Presented before the Northern Min- 


nesota Medical Association, Moorhead, 
930 


19, 1930. 


Minnesota, September 


to one of three plans, regional, etiological, and 
histological. The tumors under consideration are 
obviously best discussed from the histological 
standpoint, yet at times they must also be con- 
sidered as to their morphological features. 

In a collection of 46,379 cases of rectal dis- 
ease of all types, benign tumors were found in 
554 instances. Dewis collected in 1904 reports 
of 219 cases of benign tumors of the intestinal 
tract, on each of which a microscopic diagnosis 
was available. Leichenstern collected from the 
literature 128 intestinal polypi. Of the total 447 
cases in the two series, 243 tumors were in the 
rectum and colon, and 202 were adenomata. We 
are able to state with a reasonable degree of as- 
surance that approximately 50 per cent of all the 
benign growths of the intestinal tract are in the 
rectum, hence well within reach of the examin- 
ing finger. The moral is obvious. 

We find in the colon angiomata, fibromata, 
myomata, lipomata, adenomata, and papillomata 
or villous tumors, the latter being extremely 
rare. The distribution of the various types is 
shown in the accompanying table of Dewis’ and 
Leichenstern’s 347 cases. An inspection of this 
table shows a preponderance of adenomata in al- 
most all parts of the intestinal tract, there being 
a total of 255 adenomata in 347 cases. 


TABLE I 


Papilloma 


Lipoma 


Duodenum 
Jejunum 
Ileum 
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Analysis of Dewis’ 219 cases from a slightly 
different angle shows similar results. 
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TABLE II 


Angioma 
Fibroma 


Adenoma 


Here we find that 57.9 per cent of the 219 tu- 
mors reported by Dewis were adenomata, and 64 
per cent of these were situated in the rectum. 
The distribution of adenomata in comparison 
with all other forms explains the interest sur- 
rounding them in a consideration of benign tu- 
mors of the colon. 


TABLE III 


Per cent 
Large 
gut 

Per cent 


gut 
Rectum 
toPer cent 


Adenoma . 
All other forms 27. 
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The adenomata will be seen to increase in fre- 
quency in direct proportion as we proceed distal- 
ly through the gastro-intestinal tract. In the 
small bowel other tumors are four times as com- 
mon; in the large gut they occur with the same 
frequency as all other forms combined. 

Adenomatous polyps are important not only 
because of their frequent occurrence, but are of 
primary interest for the same reason that any 
benign tumor attracts more than passing atten- 
tion—its potentiality of becoming malignant. In 
the author’s collected series of multiple adeno- 
mata there was a known malignancy of 34 per 
cent while in Soper’s series the figure was 43 per 
cent. In the author’s series of personal cases of 
single polyps, there were, in twenty-five cases, 
six that were cancerous. 

New-growths in the colon may or may not be 
polypoid in shape. The word polyp has a purely 
morphological application and bears no relation 
to histological character. A polyp is merely a 
new-growth with a pedicle and may be an ade- 
noma, fibroma, or a lipoma, and may be benign 
or malignant. The numerous attempts at a clas- 
sification of polyps, either clinical or pathologi- 
cal, have been unsatisfactory. Mummery groups 
the adenomatous polyps of the colon as follows: 

1. True multiple adenomata. 

2. Multiple polyps associated with hyperplas- 
tic tuberculosis. 

3. Polyps accompanying old structures of the 
rectum. 


4. Polypoid conditions resulting from ulcer- 
ative colitis. 

It will be seen that the latter three groups in 
the above classification have definite associated 


i 


Fig. 1. Fresh specimen of colon showing multiple polyposis, 
removed from father. 


irritative lesions. The relation of polyps to mu- 
cous membrane irritation is well known. 

In discussing adenomata it should be recalled 
that there are two apparently distinct types 
which, although histologically similar, are differ- 
ent in distribution, in the production of symp- 
toms, in prognosis, and many other ways. 

Erdmann and Morris in 1925 suggested a clin- 
ical instead of a pathological grouping, which 
seems very adequate. Single or scattered polyps, 
sometimes the obvious result of irritation, again 
with no discoverable associated etiologic lesion, 
sometimes quiescent and discovered incidentally, 
at other times producing violent symptoms ne- 
cessitating immediate intervention, constitute the 
class now known as the acquired type. Clini- 
cally this type of adenoma occurs most frequent- 
ly in children, but is also often seen in adults. 
In my own series the ages ran from three to 
seventy-one years. 

As has been said, 63 per cent of the adeno- 
mata of the intestinal tract are located in the 
rectum. The single polypoid adenoma may be 
found immediately inside the anal canal, in the 
ampulla of the rectum, at the recto-sigmoid, or 
in the sigmoid itself. Palpable pedunculated tu- 
mors in the anal canal are more likely to prove 
to be hemorrhoids which have undergone inflam- 
matory change. If situated low down the tumor 
sooner or later develops a sufficiently long pedi- 
cle that permits it to protrude during defecation. 
A frequent site for single polyps is the anterior 
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wall of the rectum at the sharp fold marking the 
recto-sigmoid. 

The adenomatous polyp is in some cases not a 
true adenoma but merely a polyp covered with 


_ Fig. 2. Roentgenogram of ten-year-old son, showing mul- 
tiple polyposis. 


more or less normal mucosa. Macroscopically it 
is bright red, glistening, mulberry-like, and varies 
in size from 2 to 3 centimeters in diameter to that 
of a walnut. Tumors the size of an orange have 
been reported. These tumors bleed easily and 
thus exhibit as one of their early symptoms a 
streaking of blood in the stool. The pedicle may 
be short and thick, or slender and several inches 
in length. Microscopically they are seen to spring 
from the mucosa of the intestine and have a 
connective tissue stalk covered with glandular 
‘epithelium showing a hyperplasia. Ewing calls 
the development of adenomatous polyps “‘inflam- 
matory adenoid hyperplasia.” 

In considering the question of malignancy in 
single polyps we must remember that these tu- 
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mors are usually promptly removed as soon as 
they are discovered, thus ending once and for all 
any chance of their becoming malignant. In my 
series of single polyps there was a malignant de- 


Fig. 3. Same as Figure 2. 


generation in 24 per cent. From the fact that 
benign, solitary adenomata are frequently seen 


in children, one would feel that the incidence of 
carcinoma of the rectum in childhood should be 
higher than is actually the case, if these tumors 
have such a high malignancy index. Unfortu- 
nately we have no information as to the length 
of time these tumors may be present before can- 
cerous change occurs, but apparently it may be 
years. 

The symptoms vary from none at all to slight 
signs in the case of small tumors, to occasional 
bleeding, and, depending on the size and location, 
tenesmus, and a sense of incomplete defacation, 
to obstruction or intussusception in the case of 
large ones. The following table shows the symp- 
toms in the author’s series. 


TABLE IV 


No symptoms 
Bleeding only 
Bleeding and irritation 
Bleeding and discharge 
Bleeding and prolapse 
Prolapse only 
Bloody diarrhea 
Sense of incomplete evacuation 
Pain referred to bladder 
Obstruction 


Bleeding is one of the earliest symptoms of 
carcinoma of the rectum. Buie says, “Bleeding 
is the most constant sign of malignant disease 
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of the lower colon. Bleeding is probably one of 
its earlier manifestations.” It will be seen from 
the above table that bleeding occurred as one of 
the symptoms in sixteen out of twenty-five pa- 
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Fig. 5. Malignant polyp, high power, from father. 


Fig. 4. Benign polyp, high power, from father. 


tients. Jones says, regarding polyps: “Blood is 
also present with polyps of the colon or rectum, 
a condition which we have come more and 
more to believe to be of great importance, of 
greater importance than carcinoma itself, for 
polyps frequently become carcinoma, and proper 


_ treatment before they become malignant means 


permanent cure.” 

Single adenomatous polyps should be consid- 
ered as pre-malignant growths and as such 
should be promptly and completely removed 
when found. If the growth is low in the anal 
canal or rectum the sphincter may be relaxed 
with novocaine, after which the polyp may be 
prolapsed and the pedicle ligated. If high in the 
rectum or in the sigmoid they may be removed 
through the proctoscope by means of a snare. 
Certain precautions should be used in snaring tu- 
mors which are situated above the lowest valve 
of Houston, since at this level the peritoneal re- 
flection occurs and too full a bite may result in 


an opening into the peritoneal cavity. Ordinari- 
ly, even with a cold snare, the bleeding is only 
slight but may occasionally be troublesome. One 
of my cases bled sufficiently to fill the rectum 
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with clots several times and ceased only when 
the stump of the pedicle was fulgurated. No 
difficulty of this sort has occurred since using 
the diathermy snare. 

In the case of congenital, multiple polyposis 
we have an entirely different picture from that 
of a single polyp. In this type we find the mu- 
cosa of the bowel replaced by hundreds of small 
polypoid adenomata. Luschka estimated the 
number in his case at 10,000. This form usually 
makes itself evident in childhood or early youth 
and rarely has a discoverable associated etiologic 
lesion. This disease has a distinct familial tend- 
ency and a malignancy index of from 40 to 50 
per cent. This is the true multiple, adolescent, 
congenital polyposis, and to this type only should 
the term multiple polyposis be applied. Scat- 
tered single polypi do not necessarily indicate a 
multiple polyposis. 

The average age in 127 cases of multiple poly- 
posis was 30.9 years, with an average duration 
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of symptoms of over 10 years. As to familial 
tendencies we may again quote Lockhart-Mum- 
mery. He says: “It appears to be a hereditary 
condition, as it can be traced through several 
generations, and the curious thing is that in such 
families a large proportion of individuals die at 
a comparatively early age from cancer of the 
bowel.” Dukes reports one family in which his 
patient had multiple polyposis, while his mother, 
six uncles and aunts, and a grandfather died of 
cancer of the bowel. I have a patient at present 
under my care with this condition, a boy ten 
years of age (Figs. 1-5). His father and uncle 
died of multiple polyposis, verified at autopsy, 
while the grandfather died of cancer of the rec- 
tum. 

In a consideration of any surgical procedure 
in cases of multiple polyposis it immediately be- 
comes evident that the type of operation selected 
is governed by certain features of each individ- 
ual case. We must consider the question of ma- 
lignancy, which is often present already when 
the case is first seen, extent of involvement, gen- 
eral condition of the patient, and the technical 
ability and surgical experience of the operator. 
The treatment is by no means standardized, and 
is in general very unsatisfactory. Ileosigmoidos- 
tomy followed by colectomy has been success- 
fully done three or four times for the relief of 
this condition. Coffey successfully performed a 
total colectomy on a woman with the disease. 
Appendicostomy has failed entirely in some 
cases, while in others it apparently afforded re- 
lief while the opening persisted, only to have the 
tumors spring forth with renewed vigor when 
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the appendicostomy was closed. Radium and 
X-ray therapy have been employed, but with dis- 
appointing results. Ileostomy or cecostomy with 
irrigations has resulted in at least a temporary 
disappearance of the tumors. Erdman says: 
“One may sum up the present status of treat- 
ment of this condition by saying that the only 
method which holds out any hope for cure in 
the disseminated variety is one imposing upon the 
operator great technical difficulties, upon the pa- 
tient great danger, and upon both the possibility 
that a successful operation may prove fruitless 
because the operator has been unable to deter- 
mine accurately the extent of the process, and 
has, therefore, left behind areas capable of 
transmitting all the original potentialities of the 
disease.” 

The cause of death in multiple polyposis is in 
50 per cent of the cases due to carcinoma. The 
remainder die from anemia, sepsis, exhaustion, 
and starvation. Fortunately it is a comparative- 
ly uncommon condition. 

Little has been said in this paper concerning 
the other benign tumors of the colon because of 
their comparative infrequency of occurrence as 
well as proneness to remain benign. The adeno- 
mata represent a problem which we must face as 
one of the things to be recognized in our strug- 
gle with cancer. Early recognition and early op- 
eration are of paramount importance in the 
treatment of this dread disease, and an appre- 
ciation of the menace of the commoner benign 
polyps of the colon will lead to earlier diagnosis 
of cancer, a larger number of operable cases, and 
a consequent lowering of mortality. 

Hamm Bldg. 
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DIAGNOSIS AND TREATMENT OF PILONIDAL SINUS* 


JaMes Kerr ANDERSON, A.B., M.D. 


Assistant in Surgery, University of Minnesota 
Minneapolis 


a. finding of a pilonidal sinus in a surgical 
practice is a fairly common occurrence, more 
so in fact than is generally thought. The fact 
that this anomaly is listed under many different 
names is confusing. In reviewing most of the 
available literature on the subject, the following 
names have been attached to it: coccygeal, sacro- 
coccygeal or sacral fistula, sinus or dimple ; post- 
anal dimple, fistula or fissure; posterior um- 
bilicus; post-sacral or sequestration dermoid; 
pilonidal sinus or cyst. 

The comparative infrequency of this type of 
sinus as compared with other types about the 
anal region and the essential treatment of them, 
particularly when they become infected, war- 
rants a review of the subject. The condition 
was first described in 1867 by J. M. Warren in 
Surgical Observations, published in Boston. The 
name pilonidal sinus literally means a nest of 
hair and this often properly describes the condi- 
tion, although in many cases no hair is found. 
Just how this sinus in the posterior median line 
is formed is a matter of some controversy and 
many theories and anatomical explanations are 
forthcoming. The majority do feel that the con- 
dition is congenital and the result of a faulty 
coalescence of the cutaneous covering of the 
back during early embryonic life or, stated dif- 
ferently, an imperfect approximation of the lat- 
eral halves of the fetus involving only the integu- 
ment. Mummery states that the sinus is only 


" an exaggeration of the post-anal dimple and that 


they are really sequestration dermoids due to the 
skin being shut off from the external surface. 
Drueck believes that the sinus does not connect 
with the other structures but is a subcutaneous 
tract lined by epithelium and ending blindly. 
Bookman, using the name sacro-coccygeal sinus, 
says that it is the result of the breaking down of 
a sacro-coccygeal cyst. Bevan reports forty 
cases and states that it is congenital and consists 
of a bud of epithelium turned under the external 


integument. Warren in the original article ad- 
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vances the theory that the cause of the trouble 
is a reversed hair follicle and that the turned in 
hair as it continues to grow pulls its hole in 
after it. Wendelstadt, quoted by Morter, ad- 
vances the following theory: ‘The inferior end 
of the spinal cord is the last portion of the cord 
to lose its connection with the skin; as the 
sacrum fuses it pinches off this connection and 
the skin becomes attached by fibrous tissue at 
this point to the posterior surface of the sacrum. 
As adult life approaches, fat and soft parts 
grow and lift the skin further away from the 
bone. The attached part is thus drawn into a 
dimple or sinus.” Streeter, of the Carnegie In- 
stitute, examined histologically a specimen re- 
moved by Dr. Stone and feels that it is special 
downgrowth of epithelium, originating from the 
true skin and not the medullary groove, none 
of the elements of the true skin being fully de- 
veloped, the hair being thin and fine and the pig- 
ment scanty like lanugo. Herman and Toureux, 
also quoted by Morter, showed that after separa- 
tion of the spinal cord from the superficial 
tissues a process of epithelial tubules persist for 
a time at the site of the previous connection of 
the neural axis with the skin, forming a vestigial 
remnant which normally disappears. When 
atrophy fails to take place a pilonidal sinus may 
develop. If included ectoderm is completely sur- 
rounded it is called a cyst; if partially so a sinus 
or fossa. 

These sinuses are congenital and are the result 
of an infolding of the epithelium. Whether this 
is an active downgrowth or at a certain point the 
epithelium remains fixed to the underlying tis- 
sues and subsequent growth of the intervening 
tissues deepens the dimple we cannot say. We 
do not feel that it has any connection with the 
neural canal. These sinus cases, however, rarely 
come to the physician unless they become in- 
fected, which results in all the symptoms of an 
acute inflammatory process over the sacrum. 
Sweat, hair, debris plus trauma, lead to inflam- 
mation which terminates in abscess, fistula or 
the formation of a true cyst. The location 
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renders them susceptible to trauma and it is dif- 
ficult to keep them scrupulously clean. Proximity 
to the rectum also may be a factor in infection. 

As to the diagnosis the location over the sacro- 
coccygeal region, superficial to the sacrum, and 
the characteristic appearance of the “stitch hole” 
opening, usually single and several inches above 
the anus should make one suspicious. In case 
hair is protruding from the opening, the diag- 
nosis is certain; but this is not always present. 
Upon closer examination the sinus tract will be 
found in a large majority of cases to extend 
upward rather than toward the anus, parallel to 
the long axis of the body and no connection will 
be found with the anus or rectum, variation in 
depth and diameter being marked. One author 
states that the sinus may surround the rectum 
but never enters it, seldom however deviating 
from the midline. It may break into the rectum 
following inflammation and plugging of the 
tract. There may be several external openings 


but usually one will be found to be lined with 
skin and the others with granulation tissue and 
have ragged ulcerated orifices, these acting as 
channels for drainage when the original tract be- 


comes obstructed. Multiple openings all connect 
with the original sinus. The great majority of 
these cases are reported to have been found in 
those with excessive pilous growth and the large 
percentage in males. Stone reports sixty-one 
cases, 84 per cent occurring in males and all 
white, in spite of the large colored population 
in Baltimore. Gant reports a series of eighty 
cases with 80 per cent males. Another author 
reports a series of eighty-one with 66 per cent 
males. Ih twenty-nine of these eighty-one, hair 
was found in the sinus or protruding from it. 
The sinus may remain undetected for some time 
or until injury or infection occurs and draws 
attention to that part and indicates surgical in- 
terference. Many cases give the history of hav- 
ing been operated upon several times with a later 
recurrence. This is due to the fact that all the 
lining of the sinus tract was not removed. 
Ninety-five per cent of the cases are infected 
when first seen and this alone usually brings 
them to the physician. The sinus is rarely found 
in children as it is not looked for and infection 
has not yet taken place. It may be found with 
a spina bifida and Moise reports a pilonidal sinus 
which connected with the spinal cord through a 
spina bifida occulta and resulted in a staphylo- 
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coccic meningitis. Ripley and Thompson also 
report a case in a child extending to and com- 
municating with the arachnoid space which also 
resulted in a staphylococcic meningitis and death. 
These two cases would suggest a medullary ori- 
gin of these sinuses. Connection with the canal, 
however, is rare. Brams suggests that all cases 
should have a lipiodol injection to determine the 
extent, location and possible connection with the 
canal. Some patients give a familial history of 
these sinuses. 

Infected pilonidal sinus should be differenti- 
ated from osteomyelitis, tuberculosis or lues of 
the coccyx or sacrum by X-ray examination and 
the fact that there is no bone felt. with the probe; 
from anal or rectal fistulae by the type.of open- 
ing, direction and lining of the tract and char- 
acter of the discharge, whether fecal or not; 
from ordinary pyogenic processes by the pres- 
ence of epithelial lining in the abscess cavity and 
the tract, and the lack of proper healing. If 
there is a tuft of hair extending out of the open- 
ing the diagnosis is certain. Plugged sebaceous 
follicles may simulate the condition, but these 
are very shallow. Teratoma, fetal implantations, 
traumatic dermoids, implanatation cysts, have to 
be differentiated by gross and microscopic exam- 
ination. 

Treatment.—The recognition of this condition 
and its pathology is most important in order that 
the proper type of treatment may be applied and 
a permanent cure effected. Radical excision of 
the whole infected area when not too large is the 
surest method. In cases with large abscess 
formation, drainage, followed, when inflamma- 
tion has subsided, by complete excision of all the 
sinus tracts and their lining as well as all cyst 
tissue, has in our hands been successful. Vari- 
ous other methods have been employed and cures 
reported in a few cases. Unless the surgical 
pathology is recognized, embarrassment may re- 
sult. The tracts and epithelial lining must be 
removed completely or the wound will not heal. 
We have found it best to let the wound granulate 
in, the only objection to this being the time 
required. Lahey of Boston moves over a flap 
of skin and fat and so allows granulation to take 
place in tissue that is known to be healthy. The 
excised wound may be sewed up tightly but in 
our cases this proved satisfactory in only two 
cases. 

In case the sinus opens into the rectum it 
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is necessary, as in the treatment of other types 
of fistula, to divide the sphincter, as well as to 
remove the sinus lining. Maillard reports one 
case treated successfully by the galvanic current 
without pain or incapacitating the patient. If 
the case is seen before infection has taken place 
various destructive agents may be tried, as nitric 
acid, silver nitrate, carbolic acid, actual cautery, 
etc. Tuttle in his textbook states that occa- 
sionally pulling out the hairs and cauterizing the 
tract with silver nitrate will result in oblitera- 
tion. Crookall reports a method of treatment 
in which he scalps the skin over the diseased 
area, cleans out the tract and packs with pure 
powdered silver nitrate and leaves this several 
days, when the entire lining membrane comes 
away and the wound begins to granulate; this 
method to be used when the accepted surgical 
treatment cannot be carried out. When severe 
infection or abscess is present, incision is indi- 
cated, to be followed when the acute stage has 
subsided by radical treatment as mentioned. 
Indication that all cyst or sinus wall has not 
been removed will be given by continued drain- 
age and lack of healing in certain parts of the 
base or sides of the wound or by the finding of 
small openings in the base or sides which will 
admit a probe. At the time of operation one 
may be certain that all the cyst tissue has been 
removed but several days later a small grayish 
area may be seen in one or more spots which 
indicates incomplete removal and_ requires 
further excision to insure healing. Morter re- 
ports thirteen cases of infected sinus in which, 
following radical excision and partial primary 
closure followed with Dakin’s solution, 85 per 
cent of the wounds healed without becoming in- 
. fected. Morter also states that failure in treat- 
ing these cases is due to too early operation 
following incision and drainage for the acute 
stage, accidental opening of the tract during 
operation causing contamination. Simply clean- 
ing out the tract when uninfected may be suffi- 
cient, but after infection palliative methods are 
useless. 


Anesthetic_—Gas, oxygen, local block or spinal 
anesthesia are usually used, much depending on 
the choice of the patient. Epidural anesthesia 
may be used, but owing to the fact that there is 
infected tissue in the region which may be pene- 
trated it is not wise. The possibility of deform- 
ity of the bony structures also contradicts it. 
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Dr. W. A. Fansler and myself have operated 
upon twenty cases of infected pilonidal sinus, 
using radical excision or removal of the tract 
and cyst tissue. Eighteen healed by granulation 
in an average of nine and a half weeks; two by 
first intention, following closure of the wound. 
Seventy-five per cent of the patients were males. 
Fifty per cent gave a history of having been 
previously operated upon. The sinus ran up- 
ward from the external opening in all but four 
cases: two ran to the left and two to the right. 
Trauma directed the attention to the sinus or 
caused some change in it in two cases. Single 
“stitch hole” openings were the rule, multiple 
ones being found in six and in these cases the 
secondary openings were not typical and repre- 
sented avenues for drainage. Nearly all sinuses 
opened into large abscess cavities. None was 
encountered opening into the rectum and it was 
necessary to remove the coccyx in only one 
instance. 

' SUMMARY 


1. The location of abscess, swelling or sore- 
ness over the sacro-coccygeal region should al- 
ways arouse suspicion of the presence of a pilo- 


nidal sinus. 

2. Cases are rarely seen except when in- 
fected. 

3. The exact etiology of pilonidal sinus has 
not been determined but we feel that it is an 
embryonic defect involving only the epithelial 
covering. 

4. Hair was found in the sinuses or protrud- 
ing from them in a few instances in our series 
but 50 per cent had been previously operated 
upon. 

5. X-ray of the region should be carried out 
and the injection of an opaque medium is recom- 
mended. 

6. Radical excision of the entire area if 
possible or of the cyst lining after drainage is 
the treatment of choice. 

7. Primary suture is occasionally successful. 


TYPICAL CASE REPORTS 


W. S. O., a male, aged 31, has had for the past four 
or five years an abscess over the sacrum which would 
either rupture or require incision. This has healed and 
then broken open five or six times, the last time two 
months ago, since when it has continued to drain. 

Examination showed a large inflammatory area over 
the sacrum with a stitch hole epithelial lined opening 
over the coccygeal junction which is partially occluded 
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owing to the swelling. A probe could be introduced 
for two inches upward over the sacrum. At operation 
the inflammatory mass was excised in toto, the wound 
healing by granulation in six weeks. When examined 
the sinus was found to divide into two lateral ones, 
each lined with a greyish membrane which also lined 
the abscess cavity. Gas-ether anesthesia was used. 

R. N., a male, aged 35, had had a soreness and swell- 
ing above the rectum which had been incised and has 
been draining off and on for about one year. 

Examination shows three stitch hole openings in the 
posterior mid-line one to two inches above the anus. 
There is quite an area of swelling and redness about 
one and one-half inches in diameter and there is a 
purulent discharge from the uppermost opening. A 
probe introduced into this opening comes out the lower 
ones. 

At operation the entire mass was excised in toto 
under spinal anesthesia. Long hairs were found in the 
cyst sac. Healing occurred by granulation in six 
weeks. 

E. S., a female, aged 20, a very hairy type, about 
one year ago noted swelling and some tenderness 
over the sacrum. This was thought to be a boil and 
a poultice was used, which caused the swelling to 
break. Following this it apparently healed, but about 
one week before coming to us she again noted swelling 
and soreness which this time evacuated itself and has 
continued to drain blood-stained pus copiously. Her 
physician thinking that she had some bone disease re- 
ferred her to an orthopedist, who recognized the condi- 
tion and she was referred to us. Examination revealed 
two small openings over the sacro-coccygeal articula- 
tion, both discharging pus. The upper opening was 
surrounded by excessive granulation tissue. A probe 
was introduced into the sinus tract upward for about 
10 cm. and an area of induration the size of one’s hand 
was present over the sacrum. X-ray revealed no bone 
disease. Radical operation was performed and the en- 
tire mass excised. The wound healed by granulation. 

F. G., a female, aged 23, had had a pilonidal sinus 
for five years, which occasionally would swell and dis- 
charge pus, had been operated upon three times for 
radical cure, but had failed to completely heal. 

Examination showed an inflammatory area over the 
sacrum with several small openings which admitted a 
probe in all directions. 

At operation the entire area was excised. Practic- 
ally all of the cyst tissue was found in the wound. 
Healing occurred by granulation in three months. 
Spinal anesthesia was used. 
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DETECTION AND TREATMENT OF RESPIRATORY INFECTIONS 
AMONG UNIVERSITY STUDENTS 


E. Hanson, M.D., and J. ARTHUR Myers, M.D. 
Minneapolis 


INCE 1920 special interest and attention have 

been devoted to the prevention and treatment 
of all types of respiratory infections among the 
students of the University of Minnesota. A pa- 
per was published in this journal in April, 1925, 
reporting the first four years of the work done in 
the chest clinic of the Students’ Health Service. 
At that time 803 students had reported for spe- 
cial chest examinations. 

From September, 1924, to September, 1928, 
the second four year period of the chest clinic’s 
existence, 747 students reported for examination. 
The registration of students entering the Uni- 
versity is not considered complete until each 
student has undergone a physical examination. 
All students who present unusual chest findings 
at this time are referred to the chest clinic for 
special study. Students enrolled in the university 
who present themselves for treatment of colds 
and other upper respiratory infections whose con- 
ditions seem. to have become at all chronic are en- 
couraged to report for special chest examinations. 
In a lesser number of instances students who are 
aware of the danger to themselves of massive 
exposure to respiratory infections report for ex- 
amination at regular intervals. This is espe- 
cially true of student nurses and medical stu- 
dents whose work presents the added hazard of 
more frequent exposure to tuberculosis. The one 
great object of the chest clinic is the early detec- 
tion of any chest condition which may become 
chronic. And to this end the codperation of 
every other department of the Student Health 
Service and usually of the patient concerned has 
been freely given. 

When a student applies for examination, a his- 
tory is taken with special reference to exposure 
to tuberculosis, previous respiratory disturbances, 
onset of the present trouble, etc. 

In Table 1 we have tabulated the diseases from 
which the 747 students had, according to their 
statements, previously suffered. 

From this table it will be observed that influ- 
enza, pneumonia, “dry pleurisy” and bronchitis 
occurred most frequently. Of the 747 patients, 
thirty-seven gave a history of having had tuber- 


culosis. Of this group only seven gave histories 
of a definite known exposure to this disease, 
while sixty-seven others had lived with members 
of their own families who had active tubercu- 
losis, but had themselves never become ill from 
the disease. 
TABLE 1 
FREQUENCY OF RESPIRATORY DISEASES AS INDICATED BY 
PAST HISTORY 

Influenza 399 
Pneumonia 150 
“Dry pleurisy” (Fibrinous) 151 
“Wet pleurisy” (Effusion) ; ae 
Bronchitis 
Tuberculosis 
Bronchial Asthma and Hay Fever 
Empyema 
Gassed 
Bronchiectasis 
































Total Number of Students Examined 


In the majority of cases, students present 
themselves with two or more definite symptoms 
of respiratory disease. Only those who had 
adopted for themselves the plan of periodic 
“check-ups” were at times symptom-free. Table 
2 indicates the frequency with which each sym- 
tom or complaint occurred. 


TABLE 2 


FREQUENCY OF COMPLAINTS AS REPORTED BY STUDENTS 


Cough 
Expectoration 
Chest pains 
Loss of weight 
General malaise 
Shortness of breath 
Night sweats 

Fever 
Hemoptysis 
Bloody sputum (streaking) 
Hoarseness 
Fistula 
Mastoid 
Ear abscess 
Cervical abscess 















































Total number of cases 





On physical examination, the findings in the 
vast majority of cases were normal. This exam- 
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ination was limited to the cervical and thoracic 
regions, and the findings elicited by the methods 
of inspection, palpation, percussion and ausculta- 
tion were as follows: axillary lymph node en- 
largements 51; retractions of chest wall 10; 
lagging of chest wall 8; impaired resonance 11; 
rigidity 4; impaired or abnormal voice conduc- 
tion 28; breath sounds impaired 6; and rales 90. 

With but few exceptions, stereoscopic X-ray 
films were made of the chest. They were always 
found of great help in diagnosis and aided mate- 
rially in determining the extent of involvement, 
if any. 

Tuberculin tests were applied routinely. The 
sputum was examined microscopically in all cases 
where any indication existed for so doing. 

With the history, physical signs, symptoms and 
laboratory findings noted, the diagnoses made in 
these 747 cases are indicated in Table 3. 


TABLE 3 


CONDITIONS FOUND IN 747 STUDENTS GIVEN SPECIAL CHEST 
EXAMINATIONS 
Negative 
Diagnosis undetermined 
Acute bronchitis 
Chronic bronchitis 
Acute upper respiratory infection 
Pleurisy with effusion 
Proved tuberculous pleurisy 
Healed empyema 
Chronic fibrous pleurisy 
Pneumothorax—spontaneous 
Bronchial asthma 
Bronchiectasis : 
Tuberculous lesions demonstrated by X-ray 
Cervical adenitis 
Tuberculosis of bone (hip) 
Unresolved pneumonia 
Pneumonia 



































From this table it will be seen that in the great 
majority of cases, 444, negative diagnoses are 
made. These were students who came in with 
less aggravated symptoms or with only histories 
of massive exposure to tuberculosis. Their 
X-ray studies showed no pathology and result 
of laboratory work in general was not indicative 
of any active disease. These students were en- 
couraged to continue their regular curricular ac- 
tivities. In many cases their fear of physical ex- 
aminations was overcome and we believe that 
many of them will be convinced of the value of 
periodic examinations which should aid material- 
ly in detecting and checking the inroads of in- 
sidious chronic respiratory conditions. 
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Acute bronchitis was diagnosed in forty cases. 
Treatment here consisted of bed rest, hot applica- 
tions, abundant fluids with a light easily digested 
diet; sedatives were administered whenever nec- 
essary for cough. 

In 106 cases the X-ray studies showed the 
presence of tuberculosis. Of these, forty-one 
gave positive clinical evidences of the disease. In 
forty-five of the cases detected by X-ray films, 
the tuberculous lesions appeared to be well un- 
der control. Three cases were diagnosed as cer- 
vical adenitis, and tuberculosis followed pneumo- 
nia in four cases. There were also three students 
who came in with pleurisy with effusion, tuber- 
culous in origin, and one case of sacro-iliac tu- 
berculous disease. Of the pulmonary cases, 
thirty-five were diagnosed as clinical fibroid tu- 
berculosis. The pulmonary lesions were bilateral 
in thirty cases and eleven showed cavity forma- 
tion. 

Of the forty-one cases of clinical tuberculosis, 
nine gave histories of massive exposure to the 
disease; that is, one or more deaths had occurred 
in the patient’s own family, a sister, brother or 
parent having died or been under prolonged 
treatment of this condition. It is interesting to 
note that ninety other students who showed no 
clinical evidence of tuberculosis gave a history of 
similar massive exposure. Of the above forty- 
one cases, ten had been diagnosed as tuberculous 
at some previous examination. 

In the clinical cases the symptoms present at 
the time of examination were as follows: per- 
sistent cough 39; expectoration 25; dull indefi- 
nite chest pains 25; general malaise 30; loss of 
weight (from 5 to 20 pounds) 21; dyspnea 20; 
afternoon temperature elevation 2; night sweats 
6; blood streaked sputum 4; hemorrhage 7. Of 
the total number of cases (747), 4.4 per cent 
gave histories of frank hemorrhage as compared 
to 17 per cent in the cases (41) of clinical tu- 
berculosis. 

In all cases of active clinical tuberculosis stu- 
dents were advised to discontinue their activities 
and seek treatment at once. 

A number of times during the last eight years 
students have reported for examinations who 
were found to have frank pulmonary tuberculo- 
sis which appeared to be of long standing. Cavi- 
ties were present. Tubercle bacilli were abun- 
dant in the sputum; yet our examination was the 
first that had ever been made. Some of these 
students had reached the junior or senior years 
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in the university. They had been mingling with 
other university students. They were unsuspect- 
ed cases of tuberculosis. Yet they were per- 
haps more dangerous to their fellow students 
than the girls and boys who had previously 
known of their disease, and were employing the 
ustal measures to protect others. 

From such findings we are. firmly convinced 
that dangers from tuberculosis will lurk among 
the students of the universities of this country 
just as long as we fail to make compulsory, care- 
ful examinations for tuberculosis of all entering 
students, and sufficiently frequent periodic ex- 
aminations during their stay in the university. 

The ordinary physical examination has never 
sufficed in the detection of tuberculosis. Before 
we knew how inadequate it is, perhaps we were 
justified in continuing its practice. 

Observations of recent years have shown that 
there are two phases of an examination which 
must always be used if we are to detect the 
greatest possible number of cases of tuberculosis. 
These are the tuberculin test and the X-ray ex- 
amination. The ideal procedure, therefore, 


would be to apply the intracutaneous test to 
every girl and boy entering a university. Nearly 


all who have ever been infected with tubercle 
bacilli will react positively to this test. Those 
who react positively should have X-ray film ex- 
aminations. It is true that a simple fluoroscopic 
examination will detect those lesions of a more 
massive nature, but many of the minimal lesions 
will remain undiagnosed unless X-ray films are 
made. 

A considerable number of entering freshmen 
will react negatively to the tuberculin test, but 
during their university months and years they 
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may be exposed to tuberculosis. Therefore, at 
least every year—and better every six months— 
these negative reactors should be retested with 
tuberculin. All who become positive reactors 
should have X-ray films made of their chests. If 
disease is detected, whatever treatment is indi- 
cated should be administered. If disease is not 
detected, they should be placed on the list for 
frequent periodic examinations. . 

Tuberculin testing is a very inexpensive pro- 
cedure. Fluoroscopic examinations do not cost 
much. X-ray films are relatively expensive, but 
inasmuch as a single film of the chest gives one 
such valuable information, it should never be 
omitted. In many universities at the present 
time it is a physical impossibility to make films 
of all positive tuberculin reactors. The funds 
are not available. In such institutions it may be 
possible to appropriate enough money to make 
films of all the students in one school. The best 
codperation is usually secured from the students 
of the medical school, the school of nursing or 
the school of dentistry. As time passes and the 
procedure becomes more popular, and funds 
more readily available for this purpose, the en- 
tire university can be included in the program. 
Such a procedure may be likened to the applica- 
tion of a fine tooth comb to the student body in 
an attempt to comb out as many as possible of 
the cases of tuberculosis. Those found to have 
this disease will be rendered a great service—one 
which far more than justifies the expense. But 
perhaps greater than this, the entire student body 
will have been rendered a service and given an 
opportunity to live and work in a university en- 
vironment free from the dangers of exposure to 
tuberculosis. 








ORGANIZED CARE OF PATIENTS WITH ACUTE 
RHEUMATIC ENDOCARDITIS* 


M. J. Suaprro, M.D. 
Minneapolis 


ACH’ year on re-opening the Minneapolis 
School Heart Clinic we are invariably met 
with a group of children who have just recovered 
from an attack of rheumatic fever and who have 
been referred to the clinic for proper disposition. 
This is a most serious situation and I feel the 
sense of responsibility as the problem is placed 
directly on me for disposal. Now, what are the 
possible methods of handling these children, 
methods which are at hand at the present time? 
1. They can be sent home to be kept in bed 
until we are sure that all signs of activity are 
gone. 

2. We can have their tonsils removed. 

3. We can send them to Dowling School, 
where they will get the same treatment that the 
orthopedic cripples are receiving. This school 
was built originally to provide treatment for or- 
thopedic cripples alone. About five years ago I 
obtained consent from the Board of Education 
to send a number of cardiac children to Dowling 
and I have had the opportunity of following 
them since. The children are conveyed to and 


from school in buses; all exercises are strictly 


supervised. Each child has a nap in school, he 
is served a hot meal at noon and is given sunlight 
treatment, either natural or artificial. 

4. We can send them back to their regular 
schools, thereby evading the problem entirely. 

In order to give you some idea of the situation 
as it presents itself I have gone over our records 
for this year at the Lymanhurst Heart Clinic. 
Amongst the sixty children examined since the 
beginning of the present school term, seventeen 
had their first attack of rheumatic fever some 
time in 1930, seven of them having been ill dur- 
ing April, 1930. Ten of the seventeen were 
found to have not only clinical evidence of car- 
diac involvement but cardiac enlargement on X- 
ray examination. The remaining seven were 
found negative to both clinical and X-ray exami- 
nation and were diagnosed as potential heart dis- 
ease. I might say here that a systolic murmur at 

*From the Department of Medicine, University of Minnesota, 


Minneapolis, and Lymanhurst School Heart Clinic. Read be- 
fore the Central Interurban Clinical Club, December 6, 1930. 


the apex in a rheumatic child is not considered 
due to mitral disease unless the X-ray shows en- 
largement of the heart. It is most interesting to 
note that nine of these seventeen children had 
had their tonsils removed before this first attack 
of rheumatic fever, three still had their tonsils, 
and five had had their tonsils removed since the 
attack of the disease. 

As I have said, I have had the opportunity of 
studying a group of children of this type at Dow- 
ling School during the past five years. I have 
been very much impressed with the fact that 
these children continue to show signs of rheu- 
matic activity for months and years after the 
acute infection has subsided. Most of them con- 
tinue to run a more or less constant low grade 
fever up to 100 F.; they are troubled with fre- 
quent attacks of pain in one or more joints; they 
complain of muscular pain; tachycardia is often 
present, even with an almost normal tempera- 
ture; they are often pale and their weight fluc- 
tuates from time to time. While these signs of 
activity are going on it has been my rather dis- 
heartening experience to note constant and pro- 
gressive changes in the heart. I have observed 
a number of children who have entered Dowling 
School when they showed merely evidence of a 
simple mitral regurgitation and as time went on 
I could hear first the development of the char- 
acteristic diastolic murmur of mitral stenosis and 
months later a suggestion of a diastolic whiff 
along the left border of the sternum which in- 
variably after a period of time finally developed 
into a definite diastolic murmur of aortic regur- 
gitation. Later still one could hear the systolic 
murmur of aortic stenosis appearing over the 
aortic area and still later the peripheral signs of 
aortic regurgitation. I have also had the un- 
pleasant experience of watching five of this 
group develop subacute bacterial endocarditis 
while they were attending school. I have been 
able to predict in many instances, from the signs 
of rheumatic acitivity, which children would 
eventually show signs of increasing crippling of 
the heart. 
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Confronted with such a situation it is apparent 
that it is impractical to attempt to send these 
children to their homes to be kept in bed. Anyone 
who has had any experience with this problem 
knows that most of these children come from 
the poorest homes. Then again they do not feel 
not do they look sick. It is impossible to keep 
them in bed all alone for long periods of time. 
They become morbid and restless and this sort 
of reaction defeats the purpose of keeping them 
in bed. Then, too, they are prevented from at- 
tending school during this period and it is well 
understood that these children need education 
more than any other group, as it will be necessary 
for them to use their heads rather than their 
muscles as they grow older. Sending them home 
for bed rest-is, then, not feasible; they might 
better go back to school and continue to develop 
the almost inevitable valvular heart disease. 

How about taking out their tonsils with the 
hope of protecting them from repeated attacks 
and especially to protect their hearts? I believe 


it has now been conclusively proven that tonsil- 
lectomy does not protect the heart in rheumatic 
fever and in most instances does not protect 
against subsequent attacks. 


As I have shown 
from the short résumé of these seventeen new 
cases, nine of these children had had their ton- 
sils removed, some of them four to five years 
previously, and still they developed rheumatic 
fever. In Kaiser’s recent article in which he re- 
ported a study on some 2,000 children, he showed 
that children who had had their tonsils removed 
ten years previously were not protected against 
rheumatic fever nor against rheumatic heart dis- 
ease. I believe that tonsils should be removed 
no more often in rheumatic children than in any 
other group. Tonsillectomy, then, does not solve 
~ our problem. 

I believe I have already indicated that sending 
these children to a school like Dowling dogs not 
give us a Satisfactory result. This type of treat- 
ment has been provided for rheumatic children in 
many cities in this country. It is my opinion that 
schools of this kind are suitable for children with 
advanced cardiac disease who are unable to at- 
tend regular school because of lack of physical 
reserve. These schools could also be used to 
enter children who had just returned from a pro- 
longed stay in bed. Children could be admitted 
to such a school for a semester to try them out 
to determine whether or not there were still any 
signs of continued activity. But this type of 


429 


school is not satisfactory for the recent post- 
rheumatic child. It does not protect him. It 
permits activity to go on and allows continued 
crippling of the heart. 

Not having any specific type of therapy for 
this condition and aware of the fact that rheu- 
matic fever, like syphilis, smoulders for years, in- 
sidiously producing increasing destruction, I am 
thoroughly in agreement with the English inves- 
tigators when they say that the only possible 
method of preventing this prolonged infection is 
to put these children to bed for a period of 
months, six months on an average, until all signs 
of activity have ceased. I had the opportunity of 
visiting some of the institutions the English have 
provided for their rheumatic children. They call 
them residence hospitals. I believe a better name 
would be convalescent homes or preventoriums. 
At Carshalton, a short distance out of London, 
is located Queen Mary’s Residence Hospital, 
where about 350 rheumatic children are being 
provided with prolonged rest in bed in the best 
environment. The hospital is located in a beau- 
tiful garden spot in the country. It consists of 
a number of small units all built on one floor. 
The buildings are constructed so that the beds 
can be rolled out into the sunshine, when the sun 
shines in England. In cloudy weather ultra- 
violet therapy is provided by lamps. Nutrition is 
kept up by the best of food. The children are 
arranged according to age and stage of activity 
of the disease, giving a rather uniform group 
for teaching purposes. Each ward is a class- 
room presided over by a most efficient teacher. 
These children continue their school work even 
while they are flat in bed. They are kept in bed 
from one to three months until all signs of rheu- 
matic activity have disappeared. They are then 
permitted to sit up a little more each day until 
they are finally out of bed and then spend a 
number of weeks in supervised outdoor activity. 
They do some gardening and are taken on walks 
of increasing distance. A number of these chil- 
dren are then transferred to a small convalescent 
home for a short stay at the seashore. Many of 
them go back to the schools for physically defec- 
tive children, much like Dowling, and, if their 
condition permits, are finally transferred to their 
regular schools. This, to my mind, is an ideal 
régime for recent post-rheumatic children. I be- 
lieve this type of treatment should be provided 
wherever there are enough rheumatic children, 
especially in a temperate climate like our own, 
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where rheumatic fever is always present and 
where a large number of cases appear each year. 

Of course, you will want to know immediate- 
ly whether or not I can prove that this sort of 
convalescent treatment does help these children. 
Are they any better after they have been in bed 
from three to six months in such an institution? 
As yet there are no large collections of figures 
available. The oldest convalescent home for 
rheumatic children is probably not much over 
five years old. Dr. Thomson of Birmingham, 
who has been in charge of the Baskerville Con- 
valescent Home since its origin five years ago, 
writes me that he has collected 500 cases of 
rheumatic children who have passed through 
Baskerville School but he does not see how it is 
possible to decide what the real value of such 
convalescent treatment is until a considerable pe- 
riod of years has elapsed. He hopes to review 
these 500 cases in another three or four years, 
when the children will all have mixed with the 
world on ordinary terms for at least ten years 
or more. However, he does state that “there is 
no doubt that the immediate results are very 
good.” 

Campbell and Warner in a recent article com- 
pared the results of treatment at the Carshalton 
Convalescent Home with those obtained in the 
group treated at home and as out-patients. Both 
groups were studied for at least a year in the 
out-patient department and the authors conclude 
as follows: “The number of relapses in the first 
three years was only half as many in the chil- 
dren who went to Carshalton as in those who 
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did not. This is all the more striking when it 
is realized that originally they were more severe 
cases.” I have also a letter from the English 
Ministry of Health in which they write as fol- 
lows: “It will be observed that it is stated in 
the Annual Report of the Chief Medical Officer 
of the Ministry of Health that London is just 
completing new accommodations of 350 beds in 
addition to existing ones for the treatment of 
rheumatic troubles in children.” The English in- 
vestigators are agreed that convalescent care of 
rheumatic children is at present the only method 
of attempting to prevent rheumatic heart disease 
in children. 

Considering the state of our present knowledge 
and aware of the fact that rheumatic fever is a 
prolonged insidious disease that slowly cripples 
the heart over a period of years, I am thorough- 
ly in accord with the English opinion. McCul- 
lough of St. Louis wrote a short statement in a 
bulletin issued by the American Heart Associa- 
tion recently in which he recommends this sort of 
treatment. Another bulletin from the American 
Heart Association issued this week discusses the 
value of preventorium treatment of rheumatic 
disease. A number of convalescent homes have 
already been provided in this country and I am 
hoping that we will have one of our own during 
the next year. I believe these children are en- 
titled to this kind of treatment; I do not believe 
that we should stand by doing nothing while we 
are waiting for some specific treatment which we 
all hope will be forthcoming in the very near 
future. 
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TUBERCULOSIS, A PUBLIC HEALTH PROBLEM* 


H. A. Burns, M.D. 


Superintendent, Minnesota State Sanatorium 


Ah-Gwah-Ching, Minnesota 


UBERCULOSIS is a. disease characterized 

by a specific etiology, a positive epidemi- 
ology, and an uncertain therapy. The tubercle 
bacillus bears a marked resemblance to other 
pathological organisms in that it is able to live 
in a favorable environment outside the human 
body for weeks and months and is resistent to 
direct sunlight for several hours and indirect 
sunlight for as many days without losing its 
virulence. It is able to withstand heat under all 
ordinary conditions as met in nature. 

The epidemiology of tuberculosis depends 
upon the possibility of contact between the or- 
ganism and a susceptible individual. Experi- 
ence has taught us that the infection, once intro- 
duced, may remain a local unrecognized and 
unidentified lesion causing no symptoms and 
attracting no attention for weeks and months be- 
fore the onset of prodromal symptoms or the 
arrival of the day of breakdown. Experience 
has taught us that this period of initial infection 
is the time to diagnose tuberculosis in the hope 
of curing the patient and saving a healthy body 
from chronic invalidism. 

The epidemiology of tuberculosis is most con- 
cerned in the source of original contact with the 
positive sputum case. The more intimate the 
association with the open case in the community, 
the greater is the incidence of infection. 


INCIDENCE OF INFECTION 


The following investigators have reported 
various percentages of infection in different age 
periods and groups: 


Armstrong’ (Framingham): 15 per cent 
second year of life; 45.7 per cent from 6 to 7 
years ; 54 per cent from 7 to 15 years. 

Lampson® (Minnesota): 2.5 per cent in non- 
tuberculous families; 22 to 33 per cent in tuber- 
culous families; 67 to 100 per cent in families 
with open cases. 

Slater® (Minnesota): 5 per cent in children 
without family history; 8 per cent in children 


*Read before the Minnesota State Sanitary Conference, Saint 
Paul, December 8, 1930. 
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with questionable history; 88 per cent in chil- 
dren with positive family history. 

Leigh’? (Texas): 82 per cent Mexican school 
children. 

McCain® (South Carolina) : 
school children. 

Ferguson* (Canada): 93 per cent Indian 
school children ; 54 per cent general school popu- 
lation. 

Heimbeck,® in the study of 420 nurses, found 
that 220 showed negative reactions at the time 
of admission. Soon after being placed on tuber- 
culosis service, they became positive reactors. 

Heimbeck states, ‘““As far as the rest of the 
nurses who originally gave a negative reaction to 
the Pirquet test are concerned, only one of the 
1924 class, two of the 1925 class, and six of the 
class of 1926 still gave a negative reaction. It 
can now be stated as certain that in the course 
of one or two years, the reactions of practically 
all of those who formerly gave a negative reac- 
tion to the Pirquet test have become positive and 
about twenty per cent of them have contracted a 
tuberculous infection.” 

The school survey and epidemiological investi- 
gation of tuberculosis in infected communities 
have shown that a large percentage of uninfected 
young people annually leave their homes and go 


22.59 per cent 


- out into the world to earn a livelihood. These 


uninfected young men and women under present 
conditions must frequently and unconsciously 
come in contact with open cases of tuberculosis. 
The results of observation at this time indicate 
that the uninfected youth or adult upon becom- 
ing exposed is in danger of developing clinical 
tuberculosis. 

The problem of resistance and allergy must 
be considered in relationship to the original ex- 
posure and to repeated exposure in this class 
of susceptible contacts. From an epidemiolog- 
ical point of view it does not matter greatly to 
which view concerning this question one adheres. 
For control purposes it is necessary to keep the 
uninfected and the infected non-clinical case 
from contact with the positive sputum carrier. 
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Both groups have been shown capable of devel- 
oping parenchymal tuberculous lesions. 

Epidemiology has demonstrated the occur- 
rence, in communities, of areas heavily infected 
with tuberculosis. Such areas should receive 
special attention from those engaged in tuber- 
culosis control. 

Chadwick? says, “Different sections in the 
same city may show a wide variation in the per- 
centage of reactors. It was found that in one 
city of 60,000 that the number of children react- 
ing to the tuberculin test in different school dis- 
tricts varied from 11 per cent to 60 per cent.” 

Zimmerman" has found that the tuberculosis 
infection fluctuates from one year to another. 
Over a period of four years, it was found to 
vary from 58 to 77 per cent. 

The migratory carrier is an ever present prob- 
lem in tuberculosis control. The Minnesota 
State Board of Health’® reports concerning this 
group of cases during the ten years 1920 to 
1929: 


1690 cases left Minnesota for residence elsewhere 

1848 cases entered Minnesota and were examined 
in one clinic 

638 cases came to Minnesota to reside 

4396 reciprocal notifications in Minnesota during 
ten years time 


It is essential in the control of any contagious 
disease to know where and when and under what 
conditions it occurs. Without these data epidemi- 
ology is helpless; with them, however, the most 
costly disease to both life and treasure resolves 
itself into a simple formula. 

During the years 1918 to 1927, among 18,880 
fatal cases in Minnesota 6,565 (34 per cent) were 
not reported as provided by law previous to the 
time of death. In 1929 there were 1,441 deaths, 
547 (37 per cent) of which were first reported 
by death certificate. 

During the five year period from 1925 to 
1929, the forty-seven counties in Minnesota not 
supporting sanatoria reported 3,967 cases of 
tuberculosis to the State Board of Health; 937 
(23 per cent) were reported by death certificate 
only. 

The remaining forty counties supporting 
county sanatoria and containing over 65 per cent 
of the total population, reported 15,398 cases of 
tuberculosis of which 1,793 were reported by 
death certificate only. 

Of the cases reported by death certificate only 
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27.9 per cent came from Hennepin, Ramsey, and 
St. Louis counties; 37.7 per cent from the 
thirty-seven remaining counties supporting sana- 
toria. Of cases reported by death certificates 
only, 34.3 per cent were from the forty-seven 
counties not supporting county sanatoria. 
TABLE I 
CASES REPORTED BY DEATH CERTIFICATE ONLY 


IN MINNESOTA 
Per cent 


It is not evident from these data that the 
county sanatoria are aiding materially in getting 
cases reported. However, the public sanatoria 
have not yet fully appreciated their duty to the 
communities they serve, since there is little if any 
attempt made to trace tuberculosis infection. The 
sanatorium is created by the community to reduce 
the incidence and control the spread of tuber- 
culosis. The sanatorium must choose to become 
a part of the epidemiological control of tuber- 
culosis, or it will become more and more an in- 
stitution concentrating upon therapy. 

If treatment is overemphasized and epidemi- 
ology neglected, the sanatorium cannot escape 
the criticism of practicing “State Medicine.” 

The cases reported and deaths occurring dur- 
ing 1923 to 1928 in age groups show an absence 
of the application of prevention most noticeable 
in the age group under five and less so from 
five to nineteen. The reporting of cases im- 
proves in the higher age level and is most com- 
plete at 65 and over, where it is of least value. 

The majority of tuberculosis infections occur 
in the lower age groups; yet only a small num- 
ber of cases are reported in this age group. The 
accompanying chart shows that under five years 
of age there were 734 cases and 493 deaths. 
From five to nineteen, there were 3,804 cases 
and 1,071 deaths, and from twenty to sixty-five 
and over, there were 18,546 cases reported and 
8,306 deaths. 

The industrial and reproductive ages contrib- 
ute greatly to both case and death rate, yet the 
pre-industrial age is the period during which 
much of the exposure and infection occurs. One 
group should be protected against the other. 

During this period up to thirty-five years 
when infection and allergy are being acquired, 
there were 5,275 deaths, with 4,559 deaths oc- 
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TUBERCULOSIS—BURNS 


TABLE II 
MINNESOTA DEPARTMENT OF HEALTH 


Division of Preventable Diseases—Division of Vital Statistics 
Issued September 9, 1929 


Total Tuberculosis Cases and Deaths 
| 1924 1925 | 1926 ) 1927 
Died | Cases Died | Cases Died | Cases Died | Cases 
41 26 39 a | 3 26 
ae 33 20 3 | 2 29 6 | 
19 10 | 14 6 | 17 10 17 | 
14 wis 5 | 15 10 6 | 
15 3 24 8 16 10 + 
121 4 119 61 | 114 85 69 
30 27 |< re ir i 27 19 
40 35 177 33 190 32 40 
145 324 108 302 122 _ 108 277 
215 633-164 615 181 _167_| 490 1 — = 
~ 242 585 214 556 216 223 «| 493 174 — 
476 1148 399 | 1005 379 402 | 917 325 
347 645 312 629 = 307 252 
219 344 193 358 206 





1923 
Cases 
| 47 
| 36 
| 39 
19 
35 
“1761 
163 
191 
353 
707 _ 
| 625 
1279 
656 
356 


~ 1928 
Cases 
28 
22 
23 
15 
11 
99 
96 
147 


Died 
27 | 
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curring in the higher age levels. Concentration 
of effort to the end that all cases be reported 
promptly and that control measures be instituted 
effectively will result in the prompt identification 
of the infected among the younger age groups 
together with the prompt isolation of cases in the 
later ages, thus reducing the number of cases 
and deaths in the earlier ages. The effect of 
epidemiological control will be noticed first 
through the lowering of the case and death rate 
throughout the lower age level. 

During the past five years twenty-five cases of 
hilum disease (first infection) were admitted to 
the Minnesota State Sanatorium from the fifty 
unorganized counties. While this futile attempt 
was being made to care for cases of juvenile 
tuberculosis, 1,937 deaths, in children and adults, 
actually occurred among the residents of these 
counties. Sixty-two teen age cases were ad- 
mitted from these unorganized counties during 
this period. 

To control tuberculosis we must not only 
gather our data, but we must apply the knowl- 
edge derived from them. With the physical equip- 
ment now available to fight tuberculosis, with 
the accumulated epidemiological knowledge wait- 
ing to be put into service it is possible to bring 
under control the easiest of all communicable 
diseases, pulmonary tuberculosis. 


1570_| 3504 _1461_ 





CONCLUSIONS 

It is apparent that if our anti-tuberculosis 
work follows a progressive program, future 
effort must be largely devoted to the epidemi- 
ological study of tuberculosis. 

The valuable information accumulated by the 
State Board of Health must not be allowed to 
lie dormant. The prompt application of knowl- 
edge now available will go far towards success- 
ful control. In fact the ultimate control of tu- 


berculosis is dependent upon our opportunity to 
accumulate, to study, and to apply statistical and 
epidemiological data to the problem. — 

The sanatorium as a public institution must 


serve for purposes of control. To do so it must 
concentrate upon epidemiology rather than upon 
therapy. 

A study of the data supplied by the State 
Board of Health would seem to indicate that the 
sanatorium, except for isolating the positive 
sputum case, has made no marked contribution 
towards the control of tuberculosis. 

We must emphasize in the future more con- 
tact with the environment that is permitting 
tuberculous infection to spread, rather than more 
equipment for the clinical care of the one already 
broken if our objective is to control and our 
efforts are to end in a minimum case rate and 
a residual death rate. 
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It is not the periodic examination that is nec- 
essary in order to detect early tuberculosis but 
rather epidemiological investigations of exposed 
groups and communities that early infections 
may be identified, that gives a promise which 
commands our consideration today. 

The public sanatorium must become a part of 
the epidemiology of tuberculosis. Effective co- 


ordination between these two activities will ac- 
complish where either alone must fail. 
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THE FEEBLE MINDED, BLIND AND DEAF* 


_J. M. Murpocu, M.D., Superintendent Minnesota 


School for Feeble Minded 


Faribault, Minnesota 


The Minnesota State Board of Control conducts 
eighteen State Institutions for the mentally ill (insane), 
the mentally defective (feeble minded), the epileptic 
blind, deaf, delinquent, tuberculous and crippled. The 
total population of these institutions is about 15,000. 

The Journal of the American Medical Association 
in its hospital number, issued March 29, 1930, in tab- 
ulating the number of beds and patients in hospitals, 
reports as follows: 


GENERAL HOSPITALS 


Beds Patients 


7,080 
234,009 


Number of Hospitals 

Minnesota 164 10,796 

United States 4,268 357,034 
NERVOUS AND MENTAL HOSPITALS 

Number of Hospitals Beds 

Minnesota 15 10,627 10,281 

United States 572 414,386 395,407 

There are more patients in hospitals for mental and 
nervous disorders than in all the general and other spe- 
cial hospitals combined. 

The hospitals for mental and nervous disorders, in- 
cluding the feeble minded and epileptic, are crowded to 
capacity, and their population is increasing at a rate 
much faster than the increase in the general population. 

In the United States today, at least 1,000,000 people 
are social liabilities because of mental disorders. Sev- 
enty-five thousand people are walking the streets today 
who will be in institutions for mental patients within a 
year, and of these, 1,500 are in Minnesota, and will be 
seen by physicians of this State. 

There are 67,000 feeble minded under training and 
treatment in institutions in the United States. Of these 
2,050 are in the Minnesota School. 

These statistical findings are conclusive evidence that 
our handicapped citizens constitute a tremendously im- 
portant medical, social and economic problem. 








Patients 








THE FEEBLE MINDED 


The Minnesota School for the Feeble Minded, situ- 
ated in Faribault, was established in 1879. It has ac- 
commodations for 2,050, and is always filled to capacity. 
The institution, as its name implies, is primarily a school 
—a school for the training of children who, on account 
of mental defect, are unable to receive appropriate in- 
struction in the public schools. 

By the use of psychological test criteria, it is possible 
to select these children with a considerable degree of 
confidence and plan for their future training. 

*This and the following articles compose a symposium on Our 
State Institutions, presented before the annual meeting of the 


Minnesota State Medical Association, Duluth, Minnesota, July 
14, 1930. 
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It is unjust to compel these handicapped children to 
compete intellecutally in schools designed for those who 
possess normal mental endowment. 

Where the child is definitely feeble minded and can- 
not receive adequate care and supervision in the home, 
or where a special class is not available in the public 
schools, the child should be sent to the institutional 
school when six or seven years of age. 

At present, far too many feeble minded children, 
particularly girls, are not sent to the institutional school 
until quite grown up, and then only after they have ac- 
quired anti-social habits, difficult or impossible of erad- 
ication. For these the possibility of successful social 
adjustment for life outside of the institution is ma- 
terially lessened. 

However, children sent to the institutional school, 
should be a selected group. This group should con- 
sist of those who exhibit symptoms of social maladjust- 
ment in which the environmental influences are difficult 
to modify, and are fostering the development of unfor- 
tunate personal reactions. 

With an intelligence quotient above .50, where home 
conditions are satisfactory, and a special class in the 
public school is available, the child should not be sent 
to the institutional school unless he gives evidence of 
anti-social conduct which cannot be controlled at home. 
The extremely helpless child (with an intelligence quo- 
tient below .25) can frequently be cared for quite as 
well at home as in the institution. 

On admission each child is given a thorough mental 
and physical examination. 

In school he is assigned to tasks well within his ca- 
pacity. Instruction is of practical type, proceeding at a 
speed commensurate with ability. Periods of study 
are short, with frequent intermissions for recreation. 
Industrial work predominates, as it is in manual train- 
ing these children do best. Much individual attention 
is necessary, requiring instruction in small groups. 

The task is fitted to the child, and not the child to 
the task. Girls are taught all branches of house work. 
Many become experts with the needle. Boys are trained 
for simple industrial work in the shop or on the farm. 

Every pupil is given an opportunity to go as far in 
academic school work as his capacity permits. How- 
ever, few go beyond the fourth grade. Good social 
and industrial habits are formed. 

Pupils in the higher grades who have a mental devel- 
opment over eight years are trained for life outside 
of the institution. After appropriate training, many 
of these become stable in their habits and are success- 
fully employed at manual labor on farms or in simple 
industrial operations. 

Where the condition is due to hereditary defect, a 
sterilization operation is performed, after which the 
child may be returned to the home, or where home con- 
ditions are not satisfactory girls are sent to club houses, 
maintained by the State Board of Control. These club 
houses are home-like, attractively furnished, each caring 
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for from twenty to twenty-five girls, who live under the 
supervision of a matron, going out to work by the 
day. These girls are self supporting, and after paying 
for board, clothing and other incidentals they are en- 
couraged to deposit any surplus money they may earn 
in a savings account. 

Plans for the establishing of similar clubs for boys 
are being considered. 

At present many of the higher grade boys are finding 
employment on farms. Sterilization has made it pos- 
sible for many to be placed outside of the institution 
where this otherwise would not be considered. 

For the lower grades, even after the training given 
at the school, few homes are able to give the constant 
supervision and the protection required. These remain 
in the institution where they live, happy and contented 
in their limited environment, at work and play with 
congenial companions of their own mental level, and 
supervised by attendants who appreciate their limita- 
tions. 

As to the causes of mental defect, our records show 
that about one-half of those admitted have near rela- 
tives similarily afflicted. We have nine brothers and 
sisters from one family, and many family groups of 
three, four and five. 

As to the other one-half, where there is no history 
of mental defect in the family, a large number are the 


end-results of infection, and trauma. Encephalitic and 


meningitic involvement may be complications of in- 
fectious diseases including those not primarily affecting 


the central nervous system. That encephalitis may be 
a complication of measles and other exanthemata has 
been conclusively demonstrated at autopsy. Micro- 
cephalus may follow the irradiation of the pregnant 
uterus. Obstetrical accidents, and accidents later in 
childhood, resulting in severe head trauma, make their 
contribution. 

Syphilitic parentage frequently is antecedent to a low 
grade encephalitis resulting in feeble-mindedness. 

Sterilization as carried on at the Minnesota School 
for the Feeble Minded is more than a eugenic measure. 

Feeble minded persons do not make good parents, 
regardless of the mentality of their offspring. Sterili- 
zation is useful as a measure for insuring a better so- 
cial adjustment and is of constructive value in the 
rehabilitation of the trained defective. 

Under the parole plan, subjects deemed suitable for 
life outside of the institution are sent out on trial, 
remaining under the continuing supervision of the State 
Board of Control. 

The Minnesota School for the Feeble Minded is al- 
ways filled to capacity, and new cases are admitted as 
rapidly as possible from the waiting list of those com- 
mitted by a Probate Court to the guardianship of the 
State Board of Control. 

Before a feeble minded person can be admitted to 
the institution, he must first be committed as a feeble 
minded person to the guardianship of the State Board 
of Control. 


THE BLIND 


The Minnesota School for the Blind is maintained 
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by the State, under the direction of the State Board oi 
Control. The superintendent is Professor J. E. Vance. 

The school is attractively located in a park on a high 
bluff, overlooking the city of Faribault. Its opportuni- 
ties are free of charge to all blind persons in Minne- 
sota between the ages of six and twenty-one, who are 
capable of profiting by instruction. Forms for making 
application for admission may be obtained by address 
ing the superintendent. 

By a blind person is meant one who has not sufficient 
sight to receive satisfactory instruction in the public 
schools. 

Eight years is the regular period of instruction, but 
at the expiration of that time an additional period of 
four or five years may be granted. 

The work of the school is conducted in three de- 
partments, the literary, music and industrial. 

There is very little formality for the admission of 
a pupil to the School for the Blind. After the first 
admission the child returns to the school year after 
year in the same way he would return to the public 
school, continuing in the school, year after year until he 
completes the course and leaves upon graduation. 

The Literary Department, or school proper, has a 
primary course of four years, an intermediate course 
of four years, and a higher course of four or five 
years. The instruction includes kindergarten training 
and the branches usually pursued in the graded and 
high schools for normal pupils. 

In the Music Department, instruction is given upon 
the piano, the pipe organ, the violin, and other orches- 
tral instruments; in individual and class singing and 
in the theory and history of music. 

In the Industrial Department the boys are taught 
piano tuning, and repair and adjustment of piano play- 
ers, and broom making. Both boys and girls are taught 
weaving, chair-caning and various forms of manual 
training, including cabinet work, basketry, hand and 
machine sewing. 

The graduates from the school are well equipped to 
become self-supporting citizens. 


THE DEAF 


The Minnesota School for the Deaf is maintained by 
the State, under the direction of the State Board of 
Control. The superintendent is Mr. Victor O. Skyberg. 

This school is beautifully located in Faribault. The 
buildings are attractive in appearance and well equipped. 
Its facilities are free to all the deaf children within 
the State between the ages of seven and twenty. 
Forms for making application for admission may be 
obtained from the superintendent of the school. 

This school, as is the school for the blind, is a part 
of the general educational system of the State. The 
purpose of the school is to give the deaf children, men- 
tal, moral, physical and industrial training, that will 
make of them useful and productive citizens. At the 
present time there are 275 pupils in attendance. 

A deaf child allowed to grow up without an educa- 
tion is a most pitiful object and unhappy burden upon 
society. The same child given the education this school 
provides becomes a happy and useful citizen. The child 
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should enter the school at the age of seven years. That 
the instruction and training given at this school are suc- 
cessful is borne out by the results obtained. 

The graduates of this school are all, without excep- 
tion, self-supporting citizens. They are found in eighty- 
five different occupations which cover the professional 
and commercial field, and the skilled occupations of 
industry. 

The trained deaf person has a salable service. 

No blind or deaf child should be permitted to grow 
up in this State without having the advantages freely 
provided at these most excellent schools. 





OUR TUBERCULOSIS SANATORIA 


ARNOLD ANDERSON, M.D. 
Saint Paul 


It is still not a pleasant duty to be called upon to 
make a diagnosis of pulmonary tuberculosis; for the 
doctor, as judge, must impose upon the patient a sen- 
tence of prolonged bed rest and a period of personal 
discipline. It is a sentence which carries with it the 
curtailment of most of the ordinary pleasures in life: 
a renouncing of physical activity: a period of self- 
denial. These sacrifices which appear so crushing in 


their application are the price that must be paid by 
the patient of today for a recovery from tuberculosis. 
In former days, however, the outlook was infinitely 


more forbidding. The physician making the diagnosis 
felt deply the helplessness of the situation, for he 
viewed tuberculosis as a slowly creeping, relentless and 
exacting disease which held death as its price. The 
sanatorium has done much to change this ghastly pic- 
ture. With the advent of tuberculosis sanatoria, the 
physician has come more and more to realize the cura- 
bility of consumption and so to imbue his patients 
with higher hopes and greater assurance. 

It was while the sanatorium idea was still com- 
paratively new that Minnesota received its first intro- 
duction to it. This came through the wisdom and fore- 
sight of a certain socially minded physician, Dr. H. 
‘Longstreet Taylor. To this man, more than any other 
single individual, must go the credit and glory for 
establishing our Minnesota system of tuberculosis sana- 
toria, a system which has met with nationwide comment 
and approval. 

Many of you here today can recall the Minnesota 
legislative session of 1901 when an act was passed pro- 
viding for the appointment of a commission to investi- 
gate the advisability of establishing a State Sanatorium 
for Consumptives. The Honorable S. R. Van Sant, then 
governor, appointed to this commission three physi- 
cians: Dr. J. L. Cemp, Dr. G. S. Wattam and Dr. H. L. 
Taylor. After many months of investigation and study, 
this commission reported in a very effective way to the 
1903 legislature advising the establishment of a State 
Sanatorium at Walker, Minnesota. The advice was 
heeded with the result that in 1908 the doors of the 
first sanatorium in Minnesota for tuberculous patients 
were opened. The example of the state was soon fol- 


lowed by St. Louis County, which, acting under the 
authority granted by the 1909 legislature, established 
the first county sanatorium in our state. Otter Tail 
County followed suit and in 1913 completed its institu- 
tion for the tuberculous. Following this, through the 
efforts of the State Advisory Commission headed by Dr. 
Taylor, the 1913 County Sanatorium Law was passed. 
Briefly stated, this law provided that to any county or 
group of counties erecting a tuberculosis sanatorium 
according to standards set by the Advisory Commission 
the state would lend its support to the extent of one- 
half the cost of the sanatorium, up to the sum of 
$50,000.00. The law further provided that the state 
would help in maintaining the institution by paying to 
it $5.00 per week for every resident free patient which 
it housed. This law proved to be a great boon, for soon 
after its passage one sanatorium after another made its 
appearance. At the present time, we have 14 county, 1 
state, 2 federal and 3 private tuberculosis sanatoria in 
the state. Besides this, beds for special tuberculous 
patients are had in the following state institutions: 
University Hospital—12 beds; Rochester State Hos- 
pital—38 beds; St. Peter State Hospital—55 beds; Has- 
tings State Asylum—3 beds; Colony of Epileptics, Cam- 
bridge—8 beds; Minnesota School for Feeble Minded— 
22 beds; Fergus Falls State Hospital—73 beds; State 
Prison—12 beds; Minnesota State Reformatory—7 beds. 
In all, we have a total of 2,616 beds for the care of 
our tuberculous patients. 

Of late, it has been our endeavor to interest the non- 
sanatorium county in afhliating with an already ex- 
isting institution. Forty of the 87 counties in the 
state are so affiliated. They have a convenient, neces- 
sary and valuable way to care for these patients and 
it is safe to say that these communities are the better 
served because of it. 

I will be brief as to the method of operation of our 
county sanatoria. The Minnesota plan carries with it 
a check and double check system. Locally, the institu- 
tion is governed by the sanatorium commission, whose 
function is to hire or discharge the superintendent and 
to approve of all bills and expenditures. Centrally, the 
various sanatoria are responsible to the State Board 
of Control (which in 1925 took over the duties of the 
Advisory Commission) for the operation of an institu- 
tion which must measure up to certain set standards. 
Failure to do so gives the Board of Control authority 
to remove state aid to that sanatorium. In having both 
a local and central body interested in the welfare of 
the institution, there is given a certain stability and 
order to our system which other plans lack. 

You are all acquainted with the ordinary functions 
of our sanatoria, as places of isolation for the infec- 
tious tuberculous patient and as institutions for the 
modern care and treatment of tuberculosis. It is nec- 
essary, however, to go further than that in combating 
a communicable disease. There is great need to give 
to the community which is served a true and proper 
understanding of an infectious disease. For that reason, 
we like to view our sanatoria as health educational 
centers which by newspaper articles and other ways 
try to instill into community life a better appreciation 
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of health. During the past two years, short courses 
in tuberculosis have been held at many of our institu- 
tions in order to give to the busy medical practitioner 
the newer knowledge gained in the control of tubercu- 
losis. These courses have served a valuable purpose. 

They have brought the sanatorium and the private 
physician into closer contact. It has resulted in an 
exchange of ideas which has proved mutually beneficial. 

I cannot close these brief remarks without extending 
to you a freer use of our sanatoria; a welcome to our 
many facilities. The institutions are a part of your 
community paid for and supported by your taxes, built 
and maintained to give you service and existing for 
the purpose of bettering community health. Our sana- 
torium system was torn of the medical profession. 
It must be nourishe by the same body in order to 
thrive and prosper until its work is done. 





EPILEPTIC COLONY 


D. E. McBroom, M.D. 


Cambridge, Minnesota 


It is not my intention to tell you anything about 
epilepsy, as this is a disease with which you are all 
thoroughly familiar, but will confine my few remarks 
to the methods in use, in admitting and discharging 
these patients to and from your State Institution. 


The path of the epileptic is a very turbulent one, and 
has so many ramifications that the different types of 
patients we encounter in this field might fit: into any 
of the classifications of me: 1 diseases or sociology. 
As we all know, epilepsy is a rogressive, degenerative 
process, so that the majority «. epileptic patients sooner 
or later degenerate sufficientlv to become feeble minded. 
It is also true that a very la: e percentage of epileptics 
are afflicted with psychosis - some kind which makes 
them follow the path of.. insane, and, owing to 
the inferiority complex w}. is nearly always present, 
many of them become deii yuent. Then, due to their 
instability, practically all are dependents. Thus you see 
the care of the epileptic covers a very broad scope. 

The State of Minnesota has for many, many years 
taken care of the epileptic patients in the School for 
the Feeble Minded at Faribault. Owing to the crowded 
conditions there and realizing that the high grade epi- 
leptic and the feeble minded patients were more or less 
incompatible, the State Board of Control saw fit to 
establish a separate Colony for Epileptics in 1925. This 
was located at Cambridge, where we have all new build- 
ings, the latest type of construction and particularly 
well adapted to the handling of this type of patients, 
and, while new, the institution has made remarkable 
progress since it was organized. 

Minnesota has no separate law governing the com- 
mitment of the epileptic patient. At the present time 
we have two separate and distinct procedures which 
are followed in this state. The first and most efficient 
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and the one which covers the vast majority of cases 
is that of commitment of the epileptic to the custody 
of the State Board of Control as feeble minded. By 
this method the family, relatives, or anyone who is a 
resident of .he state may file complaint and it becomes 
the duty of the Judge of the Probate Court to set a 
time for the hearing. At this hearing, the County At- 
torney represents the patient and it is his duty to see 
that the patient is given a fair trial or hearing. Two 
regularly licensed physicians are called who serve as 
examiners and assist the Judge in making his decision. 
If the patient is found to be feeble minded to the ex- 
tent of having an intelligence quotient of .70 or below, 
he is then committed by the Probate Judge to the cus- 
tody of the State Board of Control. The State Board 
of Control then assigns this patient to any one of the 
institutions under their jurisdiction, which seems best 
adapted to the needs of this particular patient, and his 
name is placed upon the waiting list and is usually 
called for in the regular order of commitment, although 
there may be times when the Board of Control may 
use its discretion and advance a case a little ahead of 
his turn; but this procedure is applied only under very 
extenuating circumstances. The other method of ad- 
mission to the Colony is that of the voluntary patient. 
In these cases we insist that the I. Q. be above .70 
with a clean cut diagnosis of epilepsy. Urder these 
conditions an epileptic patient may place an applica- 
tion for voluntary admission, signing a blank to abide 
by all the rules, laws and regulations of the State 
Board of Control and the institution, and his name is 
then placed on the waiting list to be called in his turn. 
The State Board of Control through the Children’s 
Bureau has the handling of the waiting list and takes 
care of these patients as rapidly as possible, but no pref- 
erence is given to the voluntary patient over those 
committed by court. The patients who have been com- 
mitted to the guardianship of the State Board of Con- 
trol are held in the institution until discharged or 
paroled by the State Board of Control. There is no 
sentence given, nor is a patient discharged by reaching 
any certain age limit, and of course any discharges 
because of a cure are practically nil, so that the vast 
majority of epileptics are assigned to the institution 
for the rest of their lives, unless they have a cessa- 
tion of spasms for a number of years with a minimum 
amount of degeneration, when they may be released 
by order of the Board of Control. In the case of the 
voluntary patient, the release is an entirely different 
procedure. The voluntary patient has only to make 
written request for his release to the Superintendent 
of the institution and we have no way whereby we can 
prevent him from leaving. However, we request that 
he give us three days’ written notice so that he will 
not be walking out of the institution when he is momen- 
tarily upset because of recent spasms or some other 
irritating circumstances. Very few patients qualify for 
voluntary admission, as nearly every epileptic who has 
had seizures for any prolonged time has degenerated 
sufficiently to place him in the court commitment class. 

To summarize, I wish to say that the matter of all 
admissions and dismissals of all court cases lies en- 
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tirely with the Board of Control and that only the 
question of discharge of the voluntary patients is left 
to the judgment of the superintendent. .Upon admis- 
sion to the institution all patients are treated alike 
regardless of the method of commitment., No - special 
favors are granted to the voluntary patients although 
many of them arrive at the institution with this idea 
ftrmly imbedded in their minds. 

In closing, I wish to state that the Minnesota Colony 
for Epileptics is located in the Village of Cambridge 
on Highway No. 5, forty miles north of Minneapolis, 
and we would be very glad indeed to have any and 
every member of the association visit the institution 
at any time they may see fit and see what your State 
is doing for this group of unfortunates. 





GILLETTE STATE HOSPITAL FOR CRIPPLED 
AND DEFORMED CHILDREN* 


Cart C. CHATTERTON, M.D. 
Saint Paul 


The care of the maimed, crippled and deformed has 
been a social problem since the beginning of time. 
Early laws before Christ regulating the care of crippled 
children are examples of extreme cruelty. In Rome, 
by law, the father of a crippled child could dispose of 
the child as he thought best. The Spartan mother when 
her child was born a cripple knew he would not be- 
come a good soldier, so she destroyed him. 

About 600 A. D. cripples were tolerated in Italy prin- 
cipally because they were used for amusement as court 
jesters and objects of charity. Deformed and crippled 
children were used as a means of obtaining money, and 
if they were not deformed enough the parent or 
guardian saw to it that his charge was so deformed 
that he would make a pitiful sight and in that way 
secure money by begging. 

Custodial or asylum care was given in England about 
1600 and was established by Queen Elizabeth. 

The first real school or training for crippled children 
was started nearly three hundred years later by Father 
John Nepimak in Munich. His school was the first to 
combine care and industrial instruction. In 1872 the 
first real industrial school was established by Pastor 
Hans Knutsen in Sweden. 

In the United States, the care of crippled children 
is comparatively new. In 1844 the first American Home 
for the care of crippled children was established in 
Philadelphia. The first orthopedic hospital was estab- 
lished in New York City in 1863. In 1866 the second 
orthopedic hospital was established in New York. The 
first school for crippled children in the United States 
began in Boston in 1893. 

The first legislation by any state in the United States 





*Moving pictures were shown of the various activities, school 
rooms, social hours, recreation, operating rooms, class training 
and views about the grounds and hospital. These pictures of 
the various activities of the institution are available to clubs, 
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for the care of their crippled children was in Minne- 
sota in 1897." 

The exact date in the minds of those interested in 
the founding of a hospital for indigent, crippled and 
deformed children perhaps will never be known. The 
first records of the need of such an institution in this 
State are found in the proceedings of the Fifth and 
Sixth Minnesota Conference of Charities and Correc- 
tions.2, In the year 1896 Jessie Haskins, a slender, 
crippled girl, read a paper before that body on the need 
of a state institution for the care of crippled and de- 
formed children. The following year Dr. Arthur J. 
Gillette appeared before that body with a paper, The 
Duty of the State to Its Crippled and Deformed Chil- 
dren. This same year Jessie Haskins went before the 
State Legislature begging for t f, establishment of a 
state hospital and school in which other crippled chil- 
dren like herself, whose parents were too poor to pay 
for treatment, might be cared for and educated. Her 
plea brought action, largely because it was backed by 
an offer of free medical treatment and surgical care 
for all indigent children who might come. The offer 
of free service was made by Dr. Arthur J. Gillette, 
and the same year a bill was introduced and passed by 
the Minnesota Legislature providing a small sum for 
those who might come. Hasting H. Hart, then Secre- 
tary of the State Board of Charities and Correction, and 
later of the Russell Sage Foundation, gave his warm 
approval to the project. 


The bill was not passed without effort, because at 
that time there was no such state institution or hospital 
for the care of indigent, crippled and deformed chil- 
dren, nor was there a law in the United States that 
could be used as a precedent, and the State Legislature 
was not anxious to take up with a new and untried 
institutior or system. 1 

The bill ‘had but one”: ject in view and that was 
the care, relief, cure and « lucation of the poor, crippled 
children of Minnesota wh»,.if not already so, would 
eventually become wards’ * the State. That the chil- 
dren would receive medi ‘ and surgical care without 
cost to the State was a~’*\ ‘rise to the general State 
Legislature. On April 23, * 17, a law te provide, for 
the care and treatment of ‘indigent, crippled and de- 
formed children was approved. The Board of Regents 
of the University of Minnesota was given power to 
act and $5,000.00 per year for the next two years was 
appropriated. The City and County Hospital, St. Paul, 
Minnesota, was the first home and gave a ward exclu- 
sively for the care of these children at a rate so low 
that it was possible in the first two years of the insti- 
tution’s existence to care for eighty children? After 
the first two years, appropriations came easily and work 
increased so rapidly that the ward became filled and 
the necessity of a separate building became apparent. 
Grounds and a building adjoining the City and County 
Hospital were used and later given to the State by 
Ramsey County and the City of St. Paul. 

In the year 1907, the City of St. Paul, Commercial 
Club, Business League, certain citizens, Mayor Smith, 
Senator W. W. Dunn, Dr. Robert Earl, Dr. Arthur J. 
Gillette and others gave the State twenty-three acres 
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and $5,000.00 for cottages and improvements in the 
municipal Phalen Park where the Hospital now stands. 

In this year the Board of Regents of the University 
of Minnesota asked release from control of the institu- 
tion and the State Board of Control assumed charge. 

In 1909, $55,000.00 was appropriated for the construc- 
tion of a sanitarium at Phalen Park. In 1913, $60,000.00 
more was appropriated for an addition to the sanitarium 
and in that year property of the State at the City and 
County Hospital was given back to the City of St. 
Paul and County of Ramsey and all the children were 
transferred to their present home at Phalen Park, St. 
Paul, Minnesota. 

Since 1913 two large wings have been added to the 
institution. Gifts of a swimming pool and sun rooms 
are notable and worthy additions for treatment. The 
Michael Dowling Memorial Hall, a gift of the bankers 
and editors of the State, brings the present value of the 
entire institution over one-half million of dollars. 

The present capacity is two hundred and fifty beds, 
requiring a personnel of one hundred and twenty-five 
to maintain the care of children. Forty medical men 
of St. Paul donate their services to carry on the medical 
and surgical service. 

The institution as well as carrying on medical and 
surgical service endeavors also to give educational ad- 
vantages to its inmates, and training is continuous the 
year around. Vocational training both in the institu- 
tion and in nearby institutions is used as far as pos- 
sible. Trades, dressmaking, arts, music, domestic sci- 
ence, are available to those who wish and need such 
service. 

The institution is also used to advance medical knowl- 
edge. Three resident physicians are in attendance. 
Senior students from the University of Minnesota 
spend thirty hours at the institution for lectures and 
demonstrations. A training school for nurses for both 
undergraduate and postgraduate students is maintained. 
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HOSPITALS FOR THE INSANE 


ArTHUR F. Kitgourne, M.D. 
Rochester, Minnesota 


Minnesota was admitted to statehood in 1858. 

The first of any provision for the care of its insane 
was in 1863 when fifty-five patients were sent to the 
Iowa hospital at Mt. Pleasant and some seven to St. 
Vincent’s retreat in St. Louis. In 1866 the first hospital 
was opened in St. Peter, Dr. Shantz, the first super- 
intendent, stating in his first report that he found “an 
old dilapidated hotel undergoing repairs” used as a 
temporary hospital. This was soon overcrowded with 
its 100 patients but some patients brought from a dis- 
tance of 100 miles or more in an open wagon were 
crowded in with the rest rather than have them undergo 
the fatigue and exposure of the return trip home. 
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Dr. Shantz died while the permanent hospital was 
only outlined by its basement walls. He was succeede: 
by Dr. C. K. Bartlett and in 1869 the first ward i: 
the permanent hospital was ready for patients. Dr. 
Bartlett was superintendent for twenty-four years, hi: 
successors being Dr. Harry A. Thomlinson, Dr. Rober: 
M. Phelps, and Dr. George H. Freeman. 

The Rochester State Hospital, originally intended fo: 
an inebriate hospital, was turned over to the Board oi 
Trustees and opened in 1879. Dr. Jacob E. Bowers, 
superintendent till 1889, was succeeded by the writer. 

The Fergus Falls hospital opened in 1892 as a Homeo- 
pathic hospital, remained as such till recently, when that 
medical distinction was dropped. Dr. Alonzo B. Wil- 
liamson, the first superintendent, after two.years serv- 
ice was succeeded by Geo. O. Welch, who, after an 
incumbency of thirty-six years, was succeeded by Dr. 
W. L. Patterson. 

More room being needed, the asylums at Anoka and 
Hastings were opened in 1902 and the Willmar Hos- 
pital for Inebriates in 1912, but in 1917 transferred to 
the care of the insane, reserving a ward for inebriates. 

Time prevents my paying a well deserved tribute to 
the men who in the early days, and at times under 
discouraging conditions, built up these institutions and 
labored for the best interests of their patients. 

Patients are received into the three asylums only on 
transfer from the three hospitals, to which they are 
committed by the Probate Court or admitted on volun- 
tary application. 

Training schools for nurses were opened in the state 
hospitals in 1889, the first of any such schools in the 
state requiring a two year course and affiliation the 
third year with a general hospital. These are accredited 
schools. 

During the biennial period ending in 1900, 1,600 pa- 
tients were admitted to the state hospitals, which was 
91 per 100,000 population. In 1920 the admissions 
for the previous two years were 2,800, or 128 per 100,000 
of population. For the two years ending in 1930, 3,000 
patients were admitted, or 116.4 per 100,000 of popula- 
tion. This shows a decrease in the number of admis- 
sion to the state hospitals in the past ten years. 

The number present in institutions has increased 
from 3,364 in 1900 to 7,439 in 1928 and there will be 
in all probability a continuous increase in the number 
to be cared for in institutions, necessitating constantly 
increasing accommodations. 


STERILIZATION 


Some twenty-five states have a sterilization law. Cali- 
fornia has sterilized some 7,000 insane patients. Minne- 
sota has gone as far as the law will permit. Some 
changes could be made to permit an increase in such 
cases. The feeble minded are unmoral, not immoral, 
and the women of that class may be the victims of 
unprincipled men taking advantage of their condition; 
in their case constant supervision only can replace 
sterilization. California reports a decrease in promiscu- 
ity from 75 to 8 per cent after operation. 

It has been said that the number we can sterilize is 
only a drop in the bucket compared with the total num- 
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ber of mental defectives. If a few of such patients as 
migrated to Minnesota in 1856 had been sterilized or 
kept under constant supervision, there would not be 
now some 500 of their descendants to be cared for 
by the state or to augment the criminal class. 


441 


The members of the senior class of the University 
Medical School are now serving internships in the state 
hospitals. I think it is the consensus of opinion that 
a psychopathic hospital should be established at the Uni- 
versity. 





THYMOPHYSIN NOT ACCEPTABLE FOR N.N.R. 


The Council on Pharmacy and Chemistry reports that 
Thymophysin is stated to be a preparation of posterior 
pituitary and thymus, manufactured by Fritz-Pezoldt 
of Vienna and is marketed in this country by the 
American Bio-Chemical Laboratories, Inc. Because the 
claims for its action were inadequate, it was necessary 
to subject Thymophysin to examination by accurate 
pharmacologic methods to see whether the claims made 
for it are justified or whether it might not be merely 
a weak pituitary extract. This study was made by 
Prof. Erwin E. Nelson of the Department of Phar- 
macology at the University of Michigan. He studied 
the action of Thymophysin as compared with pituitary 
and again the action of thymus in connection with 
pituitary. Nelson concluded that there is no unequiv- 
ocal evidence that cither oxytoxic or pressor activities 
of pituitary are altered by the simultaneous adminis- 
tration of thymus; that experimentally no difference 
could be found in the oxytoxic or pressor activities of 
pituitary alone as compared with pituitary plus thymus; 


and that Thymophysin ampules contained only about 
30 per cent of the strength claimed. The Council de- 
clared Thymophysin unacceptable for inclusion in New 
and Non-official Remedies, since it is an unscientific 
preparation marketed under false claims as to its essen- 
tial action, as to its strength, and as to its safety for 


mother and child. 
p. 860.) 


(Jour. A. M. A., March 14, 1931, 


SCAR-POX, AN ALLEGED CURE FOR SMALL- 
POX AND SCARLET FEVER 

health from Michigan to 
California have received a form-letter coming from 
the “White Laboratories” of Chicago, offering to send, 
on request, a free trial treatment of “Scar-Pox.” 
Among the claims made for Scar-Pox were these: 
“Scar-Pox, the new and guaranteed remedy for scarlet 
fever or smallpox”; “Scar-Pox is the tested remedy for 
the cure of either dread disease, scarlet fever or small- 
pox”; “It is a vegetable compound, absolutely pure”; 
“It is guaranteed by the makers to absolutely cure 
either scarlet fever or smallpox in three days when 
used as directed.” Health officials who received a 
sample bottle of Scar-Pox were informed that a further 
supply could be obtained at $15 per bottle. The A. M. 
A. Chemical Laboratory analyzed “Scar-Pox” and 
concluded that it was essentially a solution of com- 
mercial cream of tartar (about 0.6 Gm. in 100 c.c.). 
One of the most astounding features of modern civil- 
ization is the fact, verified daily, that any person, how- 
ever ignorant of medicine or pharmacy, cut put up the 
most fantastically worthless mixtures and sell them as 
“cures” for some of the most serious diseases known, 
and there is no legal machinery for stopping it—unless 
the exploiter is so crude as to violate either the national 
Food and Drugs Act or the postal laws against fraud. 
(Jour. A. M. A., March 21, 1931, p. 883.) 


State and local officials 
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TREATMENT OF ADDISON’S DISEASE BY THE 
CORTICAL HORMONE OF SWINGLE AND 
PFIFFNER* 


REPORT OF CASE 


ARTHUR R. KintNER, M.D. 
and 
Ross M. LymMspurner, M.D. 
Fellows in Medicine, The Mayo Foundation 
Rochester, Minnesota 


The cortical hormone prepared by Swingle and 
Pfiffner has been used at The Mayo Clinic on the 
medical service of Dr. L. G. Rowntree in the treatment 
of five patients with Addison’s disease. The first, sec- 
ond and third cases were reported in Proceedings of 
the Staff Meetings of The Mayo Clinic, the fourth case 
is included in the series of cases reported by Dr. Rown- 
tree at the recent meeting of the American Chemical 
Society, and the fifth is the subject of this report. 

A housewife, aged thirty-six years, presented herself 
at the clinic for the first time April 14, 1928, because 
of symptoms of palpitation, dyspnea, weakness and 
nervousness of two years’ duration; the symptoms had 
become progressively worse. A brownish pigmentation 
of the skin, typical of Addison’s disease, had been pres- 
ent for about a year. Within the year numerous black 
freckles had appeared over the face, back and hands. 
The mucous membranes of the cheeks and gums were 
mottled with a bluish-brown discoloration. The skin 
was moist, smooth, of fine texture, and closely fitting. 
Although there had been a loss of 24 pounds in weight, 
it was not evident to the examiner. The patient had 
been unable to work for two weeks. The systolic blood 
pressure was 110 and the diastolic was 73 in millimeters 
of mercury. 

The patient was admitted to hospital and was given 
the Muirhead treatment. This consisted of epinephrine, 
3 minims of a 1:1000 solution hypodermically three 
times a day, 6 minims by rectum two times a day in 
2 ounces of physiologic sodium chloride solution, and 
desiccated suprarenal cortex, 3 grains three times a 
day with meals. The rectal administration of epi- 
nephrine was discontinued on the fifth day on account 
of tenesmus. The patient’s condition had improved 
greatly. She felt stronger, her appetite increased, she 
was less nervous and had gained 2.75 pounds in weight. 
There was no appreciable change in pigmentation. The 
blood pressure remained at about the same level. After 
thirteen days she was dismissed with the advice to con- 
tinue the treatment at home. 

In the course of the next fifteen months the patient 


*Work done in the Division of Medicine, The Mayo Clinic. 
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returned twice for examination. She had followed 
treatment faithfully, and each time there was evidence 
of improvement, as manifested by increased strength 
and endurance. On her second return to the clinic she 
reported that she had been able to do light housework 
without undue fatigue. However, she had lost 7 pounds 
in weight and there was no change in blood pressure. 

On the patient’s fourth admission, September 1, 1930, 
she gave the following additional history. In the pre- 
vious January she had contracted a cold, which had 
persisted for several weeks. With the onset of this 
illness nausea developed and she vomited for about 
three weeks. She was confined to bed for two months, 
and improvement had been exceedingly slow. During 
this illness she had been unable to administer her own 
treatment, and as a result had discontinued it entirely. 
She appeared considerably older than on her visit nine 
months previously. She was markedly depressed, ex- 
tremely weak and exhausted, and dyspneic on the 
slightest exertion or excitement. Because of weakness 
a general examination could not be completed at one 
time. There was little, if any, change in pigmentation. 
She had lost 12 pounds in weight. The systolic blood 
pressure was 102 and the diastolic 64. 

The patient was in the hospital for seven days. 
first four days she did not receive treatment. During 
this time metabolic studies were carried out. On the 
morning of the ‘fifth day, treatment with the cortical 
hormone of Swingle and Pfiffner was begun. The first 
and second day of treatment 7.5 c.c. was given intra- 
venously, three times a day, and on the third day two 
doses of 7.5 c.c. each were given. 
toward effect from these injections. 

The morning treatment was begun, the patient was 
in a state of complete exhaustion and mental depres- 
sion. Anorexia was marked and she vomited her morn- 
ing meal. That evening there was little, if;any, change 
in her condition. The following day progressive im- 
provement was noted. Her strength had increased, de- 
pression was less evident and she had regained her 
appetite. The morning of the third day of treatment 
there was no doubt that a complete change had taken 
place. There was a general feeling of well-being and 
a remarkable increase in strength and endurance. After 
her morning bath and a brisk walk along the corridor 
she had no feeling of dyspnea or exhaustion. She 
volunteered the information that she had never felt 
better in her life, and was positive that she could re- 
turn unaccompanied to her home about 200 miles dis- 
tant. Within a period of forty-eight hours this pa- 
tient had undergone a change such as she had not ex- 
perienced with any other form of treatment. To 
evaluate the continued effect of treatment we were de- 
sirous of observing her for a longer period of time. 
However, circumstances were such that she was ob- 
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liged to return home. A letter from her twenty-two 
days later stated that the trip home was very hard, 
but at the time of writing she was feeling well and 
working every day. 

COMMENT 


The results in this case, and those in other cases in 
which the cortical hormone of Swingle and Pfiffner has 
been used, make it appear that progress has been made 
in the control of the crises of Addison’s disease. 
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FOREIGN BODY (NEEDLE) IN THE 
ESOPHAGUS 
REPORT OF A CASE* 


Porter P. Vinson, M.D. 
Rochester, Minnesota 


If a straight slender pointed foreign body is swal- 
lowed and gains entrance into the esophagus it usually 
passes into the stomach. Frequently, foreign bodies of 
this type such as needles, straight pins and fish bones 
become fixed in some portion of the pharynx and are 
easily removed. The rarity of the presence of a for- 
eign body of this character in the esophagus is the 
reason for reporting the following case: 

‘A woman, aged seventy years, came to The Mayo 
Clinic for examination February 6, 1931. Two weeks 
previously a sticking pain had developed in her throat 
while she was eating an apple. The fruit had been taken 
from a bowl that contained needles and pins and she 
concluded that one of these had stuck into the apple 


*From the Division of Medicine, The Mayo Clinic, Rochester, 
Minnesota. 
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and because of artificial dentures, had not been de- 
tected until it lodged in her throat. Examination at 
her home failed to reveal any evidence of foreign 
body in the pharynx and it was thought that her symp- 


‘| 





Fig. 1 (Above). 
of the esophagus. 

Fig. 2 (Below). 
esophagus. 


Foreign body in the upper part 


Foreign body removed from the 


toms were probably nervous in origin. The sensation 
gradually became more pronounced, although she con- 
tinued to eat solid food. 

General examination at the clinic did not reveal any- 
thing abnormal in the pharynx, but roentgenoscopic 
examination revealed a foreign body in the upper por- 
tion of the esophagus (Fig. 1). On esophagoscopic 
examination, there was evidence of marked inflamma- 
tory reaction just beyond the esophageal opening and 
in this mass of granulation tissue a needle was identi- 
fied and removed (Fig. 2). Four days later, the pa- 
tient was apparently perfectly well and was permitted 
to return home. 
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PRESIDENT’S LETTER 


OW does the medical profession actually stand in the estimate of the intelligent, 
unprejudiced layman who is not in immediate need of a physician’s services? 

It is not always easy to tell. The only voluble expressions come usually from the 
charlatan who would like to practise healing with no more than an almanac preparation 
and is balked in his noble desire. These are opinions of no more consequence to intelligent 
laymen than they are to physicians. 

Does the medical profession still hold the exalted position in men’s minds that it 
held in the days after Lister and Koch and Osler and the popular heroes of bacteriology 
had set it upon the tracks of its greatest developments? Or, has the inevitable antagonism 
and resistance of the profession to modern mass movements and machine methods subtly 
reduced it from its high place? 

Some of us fear that this last may be the case, the doctor being at present unfor- 
tunately between the proverbial devil and the deep blue sea. In this position he may 
fight the socialization of medicine and risk appearing before the public in an unfortunate 
light. He may, in preference, cede everything to the bureaucratic tendencies of the times 
and surrender the most precious ideals and obligations of his profession, to the infinite 
hurt of both himself and the public. 

These are dark thoughts. They occur to every physician upon whom falls the obliga- 
tion of leadership in his profession. 

It is therefore with a distinct sense of gratitude and pride and relief, too, that such 
a physician comes upon certain important paragraphs in the most comprehensive review 
of modern Americans and their pre-occupations ever assembled, Mark Sullivan’s “Our 
Times.” 

Mark Sullivan is an intelligent layman as regards medical achievements but with the 
newspaper man’s keen sense for evaluation and essential accomplishments. He, of all 
men, is in a position to know how Americans really feel and what their real interest is. 

I am quoting herein the Sullivan paragraphs on medicine, lest by chance you may 
have missed: this important lay estimate of modern medical usefulness. 

“At the beginning of 1900,” says Mr. Sullivan, “it had not yet been proved that yellow 
fever is transmitted by a mosquito, typhus by a ‘louse, bubonic plague by a flea. Gorgas 
had not yet demonstrated that mosquitoes may be eliminated from any portion of the 
earth’s surface, and man’s only weapon against malaria was quinine. Neither these facts 
nor the fundamental fact underlying them was known; these plagues were uncontrollable 
except by the expedient of isolation as they had been since the beginning of history. It 
was not known that typhoid and cholera come from germs in unclean water and milk; 
these diseases were still the scourges they always had been. Insulin for diabetes, vac- 
cination against typhoid, emetin for dysentery, adrenalin—all were still unknown. Anti- 
toxin for diphtheria and X-ray were just coming into use. Ehrlich had not yet made 
those 606 experiments that resulted in the remedy for syphilis. Radium had not yet been 
used in the treatment of cancer. All these and many other advances in medicine, surgery 
and sanitation came between 1900 and 1925. They effected a six years’ postponement of 
death and that was but one enrichment of many.’ 

Stupendous accomplishments, these! More important by far than some other showy 
advances of the early part of the century, flying for instance and wireless communication. 
And they are only the foundation of greater accomplishments to come. 

Sullivan’s dramatic recital: of the glories of modern medicine should hearten us all. 
They should strengthen us in our conviction that there is nothing more important in the 
world, not merely to Medicine itself, but to every living man and woman and child, than 
the preservation and protection of medicine against traitorous swamp lights of social 
organization and political meddling. 

The medical profession is going through an economic crisis that is apparent now to 
everybody. In spite of it and of the serious dislocations of the Great War the great 
recital might go on. It is being expanded every day. 

Sullivan recognizes it. Let not the doctor himself weaken and fall behind! 
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OUR STATE MEETING 


Of the numerous medical meetings we have 
the opportunity of attending, the county medical 
societies which are the component units of the 
state medical association are, after all, the most 
important. 

Just as the local county society reflects the 
various scientific and economic activities of the 
county, the state organization reflects the state 
activities. Our state organization gives its age 
as seventy-eight. What other medical society in 
the state can claim seniority? And the state or- 
ganization is in all human probability a perpetual 
organization watching the rise and fall, the birth 


and death of other medical societies. 

Just as it is the duty and privilege of each 
physician to join and take active part in his 
county society, making his influence felt in the 
smaller circle, it is also incumbent upon him to 
take part in a small or large way whenever pos- 
sible in state medical activities. How can one 
better be active than by attending the State Meet- 
ing in Minneapolis? 

The program this year promises to be a larger 
one than in past years with four sections instead 
of one or two, the time saved to be devoted to 
clinics, which after all are more educational than 
listening to addresses. 

Our April issue contained the scientific pro- 
gram of the meeting. Additional news is con- 
tained elsewhere in this issue. Why not plan to 
attend ? 





A MOTHER INDIA OF MEDICINE 


Harpers came out recently with an article* in 
arraignment of present-day practices in the med- 
ical profession. After reading the article, one is 
forced to admit, “Yes, all these things exist.” 
Tonsils are unnecessarily removed, fees are split, 
surgeons operate unnecessarily for the fee, un- 
qualified specialists do exist. But does this ar- 
ticle correctly represent the present day status 
of medical practice. No!—emphatically no! The 
author has selected practices which are not new, 
which have doubtless existed for centuries, which 
exist today and which will be fought by the 
majority of the medical profession a hundred 
years from now just as they are being fought 
by the right minded members of the profession 
today. 

The fundamental problem is one of honesty. 
Until medical licenses can be restricted to those 
who are inherently honest, these vices cannot be 
excluded from medical practice. 

Certain constructive efforts ‘have been made in 
recent years to correct the abuses maintained. 
Medical schools and state examining boards make 
some effort to weed out morally delinquent in- 


*Bromley, Dorothy Dunbar: 


Specialists at Large, Harpers, 
Feb., 1931. 
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dividuals with probably little success. The Amer- 
ican College of Surgeons was founded in an ef- 
fort to separate the surgical sheep from the goats. 
Have the goats been excluded? The task was 
well nigh impossible to begin with although much 
good has been accomplished. 

Perhaps the establishment of standards for 
Class A hospitals has done more for the better- 
ment of medical practice than any other one reg- 
ulation. Staff meetings, a trained pathologist and 
the frank discussion of operative specimens and 
autopsy findings, combined with a conscientious 
and fearless executive committee of the staff 
should serve as a definite check of the surgeon 
and internist as well. Then, too, the various 
societies devoted to the specialties make an effort 
to establish standards conducive to honest prac- 
tice. 

After all is said and done, the practice of med- 
icine affords many opportunities for dishonest 
practices. No amount of regulations can make 
an honest man out of one who is inherently dis- 
honest. We hold that the rank and file of the 
profession is innately honest and trying to serve 
the public well. Articles such as the one men- 


tioned only serve to give a biased view of the 
present day situation and are destructive instead 
of constructive. 





OUR POLICY 


We hear from time to time criticisms of the 
editorial policy of MrinNEsoTA MEDICINE. A sug- 
gestion was recently made that our policy be 
altered to admit more discussion of the economic 
phases of medicine. 

It might be well to define what we consider 
our policy. During its brief existence, the 
journal has been operated with the idea that the 
main function of a state journal and MINNESOTA 
MEDICINE in particular should be to make phy- 
sicians better physicians. If we can share in ac- 
complishing this objective, the existence of the 
journal is justified. To accomplish that end, we 
attempt to publish articles of scientific value. 
Our advertisements are selected from the same 
viewpoint. We believe that if physicians do their 
job well, they have little to fear from encroach- 
ments on the part of the cultists and irregulars. 

The subject of medical economics is not new. 
Individual physicians have always been concerned 
with economic problems of one kind or another 
and always will. Individually and collectively we 
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are and should be interested in the various eco- 
nomic trends affecting medical practice. One of 
the functions of a state journal is to give ex- 
pression to views on the various phases of the 
subject. No article has ever been barred from 
our pages because it dealt with an economic phase 
of medicine. A perusal of back numbers of the 
journal will show that economic subjects are by 
no means conspicuous by their absence. Contri- 
butions on this phase of practice are welcomed. 

It is our hope, however, that Minnesota Mep- 
ICINE will never allow medical economics to out- 
weigh the scientific side of practice in its pages. 
When a physician becomes more interested in 
financial returns than in scientific attainment, he 
has lost in his professional ideals. So with a 
professional journal. 





NORTHWEST REGIONAL MEDICAL 
CONFERENCE 


Few of our members are acquainted with the 
purposes or even the existence of the Northwest 
Regional Medical Conference. 

Realizing the desirability of joint action in 
policies advocated by the various state medical 
associations, it was thought advisable to have 
periodic conferences of the officers of state med- 
ical associations in the Northwest. The first 
conference in this part of the country was called 
by Dr. W. F. Braasch of Rochester in 1927, and 
yearly conferences have been held since that 
year, the last having been held at Saint Paul, 
February 8, 1931. 

The conference was designed as an informal 
clearing house for new ideas and joint problems 
confronting the officers of the state medical asso- 
ciations in this region. Membership includes 
Montana, North and South Dakota, Wisconsin, 
Iowa, Nebraska and Minnesota. Representa- 
tives from these states, with the exception of 
Montana and Nebraska, met at the Saint Paul 
Hotel on February 8, for an all day session. 

State lines are no barriers when it comes to 
medical problems, whether they take the form of 
quackery or changes in popular attitudes. What- 
ever was a potential menace in Wisconsin yester- 
day may be a problem in Minnesota today or in 
Iowa tomorrow. 

This Regional Conference, is, therefore, an in- 
valuable aid to leaders of the profession in the 
Northwest. It prepares them in advance for 
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problems they will all have to meet. It enables 
them to assume a uniform attitude towards local 
and national policies. Incidentally, these con- 
ferences are important in the education of in- 
coming presidents for their tasks. The 1931 
meeting in Saint Paul set a high mark in medical 
statesmanship towards which its participating 
members can work during this year. 

Next year the A. M. A. delegates from these 
same states will also be invited to attend the con- 
ference which will be held in the Twin Cities, 
this being the most central to the states involved. 

For the ensuing year, Dr. Otho Fiedler, presi- 
dent-elect of the Wisconsin State Medical Asso- 
ciation, was elected president; Mr. Vernon D. 
Blank, managing director of the Iowa State 
Medical Association, secretary. 

E. A. M. 
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BEWARE THIS SOLICITOR 
St. Joseph, Mo., March 30, 1931. 
To the Editor: 

On February 23, this year, a solicitor victimized a 
number of physicians in St. Joseph. His plan was to 
solicit subscriptions to Harpers and other magazines 
and to offer sets of books as premiums. The subscrip- 
tion blank called for the payment of $9.70 in ninety 
days. He was supplied with blanks, samples of binding 
and everything to indicate that he was a bona fide 
magazine salesman. 

After he had secured the signature on the subscrip- 
tion blank, he explained in an indifferent manner that 
if the subscriber cared to pay cash, or by check, there 
was a discount of $1.00, and the check could be made 
payable to “Harper Brothers Publishing Co.,” the name 
printed on the subscription blank. The doctors “fell 
for it” and the next day he cashed the checks at a 
local bank and departed. He used the name T. T. 
McLean while here but has also used the name Leroy 
Dale. 

Correspondence with the National Publishers Asso- 
ciation, 15 West 37th St., New York, indicates that this 
person has been defrauding physicians in the Middle 
West for several months. 

E. J. Goopwin, M.D. 





“When a drug really possesses the virtues attributed 
to it, and is an effective remedy for disease, its survival 
into modern times is quite natural, but the fact that 
many quite fantastic remedies have been carried on al- 
most to our own days, is definite proof of the slavish 
copying of the works of one writer to another in a 
continuous line that originated many centuries ago on 
the banks of the Nile..—From Magician and Leech. 
—WarrEN R. Dawson. 


OBITUARY 


BYRON W. PARROTT 
1869-1931 


The death of Dr. Byron W. Parrott on April 2, 1931, 
at his home in Long Prairie, proved a shock to the 
people of Long Prairie and the vicinity where he had 
practiced his profession since 1899. A brief illness from 
pneumonia preceded his demise. 

Dr. Parrott was educated in the public schools of 
Faribault, Minnesota, and received his medical degree 
at the University of Minnesota in 1897, taking his in- 
ternship at the City and County Hospital in St. Paul. 

During the World War Dr. Parrott served as Cap- 
tain in the Medical Corps of the United States Army 
and resumed practice following the armistice. 

He was of a kindly and sympathetic nature and these 
attributes held the friendship of all who knew him. 

Dr. Parrott is survived by his widow, and one son, 
Dr. Earl C. Parrott of South Milwaukee, Wisconsin. 


BOVININE AND NEOBOVININE NOT ACCEPT- 
ABLE FOR N.N.R. 


The Council on Pharmacy and Chemistry reports that 
Bovinine and Neobovinine are marketed by the Bovinine 
Company of New York and Chicago. In 1909 the 
Council reported that while Bovinine was advertised 
as a “condensed beef juice prepared by a cold process,” 
it was not meat juice but a mixture of alcohol, glycerin, 
added sodium chloride, and apparently some form of 
defibrinated blood and that the product was marketed 
with unwarranted claims. In 1914 the Council reported 


’ that the unwarranted claims were, for the greater part, 


still made, and also that the conclusions of the first report 
were fully warranted by the experimental evidence. The 
Council has not given consideration to the product since 
the report in 1914 was issued. Attention having again 
been called to Bovinine through the advertising for a 
similar one, “Neobovinine,” which is marketed with it, 
a referee of the Council reported that for Bovinine the 
situation remained about the same as when the product 
was last considered. Neobovinine 20 is stated to be 
“essentially BOVININE (Plain) in which is incorpor- 
ated the active principle of fresh whole liver.” Cer- 
tainly the combination of Bovinine with a liver extract 
of undeclared character must be held an unscientific 
mixture. The case histories are entirely unsatisfactory 
and report conditions in which it is known that there 
could not possibly be the results reported. The cases 
of pernicious anemia are not reported with sufficient 
data on which to base an opinion. The Council re- 
affirmed the rejection of Bovinine and declared Neo- 
bovinine unacceptable because the information in re- 
gard to its composition is inadequate, because the 
therapeutic claims advanced for it are unwarranted, and 
because the combination of “Bovinine” with a liver ex- 
tract of undeclared character is unscientific. (Jour. 
A. M. A., March 14, 1931, p. 860.) 
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LET THE COUNTY SOCIETY DO IT! 


It is one thing, as every busy physician must feel, to recognize the obvious threat of social- 
ization of medicine in America. It is another to know just what to do about it. 


This feeling of helplessness and bewilderment is not very successfully dispelled by much of 
the discussion on the subject, even by representatives of organized medicine. Mostly these dis- 
cussions deal at length with unmistakable signs of the times. But by way of conclusion there is 
usually only a vague, sweeping exhortation to the physician to hurry up ard do something. 


In this respect, an article by Dr. G. A. Harper, State Health Officer of Wisconsin, published 
recently in the United States Daily in Washington, D. C., is remarkable. His advice to the pro- 
fession, quoted below, is definite and practical. Dr. Harper says the county society can carry on 
the battle in its routine dealings with the rest of the world. In the handling of small, close-at- 
hand problems involving the relations of the county society to the State Health Department, the 
social service organizations, the public press, lies the solution of all the large problems of medicine 
in America. Here and not in some showy general movement is where he would start the intrench- 
ment and defense for the dignified, independent, competitive practice of medicine against well meant 
but ill-advised social reform. 


Dr. Harper says: 


“One of the first steps towards the prevention of general socialized medicine would be for each county 
medical society to select a committee to study the problem in all its aspects—the duties of this committee should 
be to work out a procedure as to public education, to make contact with public officials and various welfare 
agencies, to interest itself practically in community problems, particularly relating to health and general welfare. 
Such committees should bring the entire medical profession in as part of the body politic. They should go out 
of their way to help solve many of the minor problems that are agitating local governing officials. 


“By finding a proper solution to minor problems undoubtedly the larger and more vital problems—so far 
as the profession is concerned—would be held in abeyance or entirely eliminated. 


“The first application of such a procedure should be simple and fundamental and concern itself, probably, 
with solving the medical care problem for the indigent. Social Agencies should be given aid and assistance. The 
objectives of the Health Department should be better understood and a plan worked out for closer codperation. 
Known scientific procedure should be handled by the County Medical Society but mainly as a community prob- 
lem which cannot be left wholly, as things are now, to the individual family and the family physician. 


“For a century vaccination against small-pox has been known but in its general application little advance 
has been made. Toxin-antitoxin can be similarly classified. The monetary consideration in dealing with this 
problem is minor no matter how it is handled when compared to its possible effect in abating the tendency to 
socialization of medicine. The principle should assuredly be established that the medical profession is to be 
paid for services rendered. Whatever the sum may be is secondary to the establishment of the fundamental 
principle in the minds of the governing body and the citizenship as a whole that the medical profession should 
not be pauperized. 


“In view of the fact that it is estimated that 70 per cent of our citizenship does not get the proper medical 
care at the time it is needed, we must and do admit that something is wrong with the present system. It would 
not appear, however, that general socialization of medicine is the remedy. Proper organization of the system 
of medicine that now exists, proper education of the public to the value of medical care at the time it is needed, 
whether it is preventive or curative medicine, are the logical solutions. Organized medicine must assume the 
responsibility in these things if it is to maintain its independence. I believe the county units, backed by the 
State and National Societies, hold the key to the situation.” 
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OF GENERAL INTEREST 


Dr. F. R. Huxley is now spending a vacation in 
Florida. 





Dr. Brand O. Leopard has moved from St. Cloud, 
Minnesota, to Evanston, Illinois—2602 Eastwood Ave- 
nue, Apt. F-1. 





Dr. Lawrence R. Boies has returned to Minneapolis 
to limit his practice to Oto-laryngology, after an ab- 
sence of two years spent in special study at the 
Harvard Medical School, and as a House Officer at the 
Massachusetts Eye and Ear Infirmary. He has offices 
at 1833 Medical Arts Building. 





Dr. Leo M. Crafts, of Minneapolis, has been named 
as a delegate to the International Neurological Con- 
gress which meets at Berne, Switzerland, the last of 
August and the first week of September, 1931. His 
present plans meditate spending the earlier part of the 
summer in travel in the British Islands and on the 
Continent, including comparative clinical observations 
at Edinburgh, London, Paris and Rome according to 
his usual custom on previous trips, arriving in Swit- 
zerland at the end of the season in time for the ses- 
sions of the Congress. 

Dr. Crafts is the author of the first comprehensive 
textbook ever published on “Epidemic Encephalitis,” 
designated by the American Medical Editors and Au- 
thors Association as standard text on this subject, and 
has recently been awarded their diploma certificate of 
membership “in recognition of his contributions to 
The Research Council of the Na- 
tional Academy of Science also credits him with four 
separate contributions to scientific knowledge through 
original research in “Family Periodic Paralysis,” “The 
Early Recognition of Multiple Sclerosis,” “An Original 
Test for the Pathologic Great Toe Sign,” and “The 
Iris Sign in Locomotor Ataxia.” 


’ 


medical knowledge.’ 





PFUBERCULOSIS PREVENTION CAMPAIGN 


Dr. F. E. Harrington, Minneapolis commissioner of 
health, will direct the fourth annual tuberculosis pre- 
vention campaign which will be conducted in Minne- 
apolis April 19 to May 1. The campaign, sponsored 
here by the Hennepin County Tuberculosis Association, 
is part of a nationwide educational program carried 
out through 1,400 tuberculosis associations, to focus the 
attention of the public on the importance of early diag- 
nosis. “Tuberculosis—The Foe of Youth,” is the slo- 
gan of the campaign this year which will place special 
emphasis on the tuberculosis of early maturity. 





CANCER CLINICS 


Dr. Joseph Colt Bloodgood of Johns Hopkins Uni- 
versity, Baltimore, will conduct a morning and after- 


noon clinic, showing bone tumors and other new 
growths, at a meeting of the Radiological Section of 
the Wisconsin State Medical Society, Schroeder Hotel, 
Milwaukee, May 27, 28, and 29. 

Presentation of cases will be by lantern slides and 
include the following material: (1) Short clinical his- 
tory (diagnosis omitted), (2) Photographs, (3) Radi- 
ographs, (4) Microphotographs, (5) Serial radiographs 
of cases treated by radiation. 

Members of the Minnesota State Medical Society are 
cordially invited to attend this meeting and show their 
interesting bone tumor cases at the clinics. Send us 
a list of the cases you desire to show. 

Program of meeting, hotel reservation, and other in- 
formation on request. 

Further information may be obtained from Frank W. 
Mackoy, M.D., Secretary, Sacred Heart Sanitarium, 
Milwaukee, Wisc. 





POST-GRADUATE COURSES, DELIVERED IN THE ENGLISH LAN- 
GUAGE IN THE LEADING HOSPITALS OF PARIS (FRANCE) 


The Faculty of Medicine of Paris (The Medical 
School of the University) announces that, during June 
and July, 1931, a comprehensive series of post-graduate 
courses will be presented. The enterprise is conducted 
under the auspices of the Association for the Develop- 
ment of Medical Relations (the “A. D. R. M.”), a com- 
mission sponsored by the French Government. 

The work will be’ presented in the English language. 
Clinics, lectures and demonstrations will be conducted 
in the great hospitals of Paris, on a wide variety of 
topics, by the most eminent French clinicians. A nom- 
inal fee will be charged for each course. Upon the 
completion of each course, the student who qualifies 
will receive a certificate covering the work, signed by 
the professor in charge. 

Detailed information may be secured by addressing 
direct, Professeur E. Hartmann, President, “A. D. 
R. M.,” Faculty of Medicine of Paris, 12, Rue de 
L’Ecole de Medicine, Paris (6e) or, in the United 
States, Doctor Frank Smithies, 920 North Michigan 
Avenue, Chicago, IIlinois. 





MINNESOTA ALUMNI LECTURE COURSE 


The Minnesota Medical Alumni Association organ- 
ized, and is now giving, a course of lectures to the 
Senior medical students under the direction of Dr. Sam 
Solhaug. These lectures are on topics not usually in- 
cluded in the regular school curriculum. They are be- 
ing given weekly on Friday afternoons at 5:00 o’clock 
in the Eustis Amphitheatre throughout this spring quar- 
ter. The attendance has been very gratifying and if the 
project meets with general approval it is planned to 
have the series repeated in the spring and fall here- 
after, in order that all Seniors may have the advantage 
of hearing the speakers. 

The course as arranged this spring is as follows: 
Dr. A. S. Hamilton has already spoken on “Medical 
Ethics,” and Dr. John Hynes on “Art and Experience 
in Medicine.” Dr. P. D. Ward, Superintendent of Mil- 
ler Hospital, St. Paul, will speak on, “The Relation of 
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Hospital and Staff Physicians.” Dr. W. A. Coventry 
of Duluth will discuss, “Medical Organizations.” “Busi- 
ness Methods in Medicine” will be discussed by Mr. 
A. G. Stasel, and Dr. N. O. Pearce will present the 
topic, “Social Service in Relation to Medicine.” “Pub- 
lic Health and Civic Aspects of Medicine” will be the 
subject of a talk by Dr. O. E. Locken of Crookston and 
Mr. E. J. McGough, Attorney, will talk on “Compensa- 
tion Insurance.” Other subjects may be included in 
subsequent courses. 





NEW AND NON-OFFICIAL 
REMEDIES 


The Council on Pharmacy and Chemistry has ac- 
cepted the following: 
Crpa Company, INC. 
Nupercaine-Ciba 
Ampules Buffered Solution of Nupercaine-Ciba, 
2 c.c., 1:200 
Ampules Solution of Nupercaine-Ciba, 5 c.c., 1 :1,000 
Solution of Nupercaine-Ciba, 2% 
Tablets Nupercaine-Ciba, 50 mg. 
Leperte Laporatories, INC. 
Refined and Concentrated Antipneumococci Serum, 
Type I-Lederle 
MeEAp JoHNSON & Co. 
Mead’s Powdered Brewer’s Yeast 
ScHIEFFELIN & Co. 
Schieffelin Psyllium: Seed 
Swan-Myers CoMPANY 
Mixed Grass Pollen Extract-Swan-Myers 
Russian Thistle Pollen Extract-Swan-Myers 





TRUTH ABOUT MEDICINES 


Antipneumococcic Serum, Type 1.—An antipneumo- 
coccus serum (New and Non-official Remedies, 1930, p. 
351), marketed in packages of one 50 c.c., double-ended 
vial with apparatus for intravenous injection. The 
National Drug Co., Philadelphia. 

Erysipelas Antistreptococcus Serum.—A specific se- 
rum containing the antibodies and antibacterial proper- 
ties of Streptococcus erysipelatis. For therapeutic use 
against erysipelas it may be of value when adminis- 
tered in adequate doses in the early stages of the dis- 
ease. Though there is no evidence for the value of 
nonspecific antistreptococcus serums, there appears to 
be some evidence for the value of a serum representing 
the antigenic and antibacterial properties of Streptococ- 
cus erysipelatis. 

Erysipelas Antistreptococcic Serum-Lilly (Concen- 
trated Globulin) —The serum is obtained from horses 
immunized with strains of hemolytic streptococci ob- 
tained from human cases of erysipelas. It is marketed 
in packages of one syringe containing an average ini- 
tial theraputic dose. Eli Lilly & Co., Indianapolis. 

Richards Psyllium Seed—aA brand of psyllium seed- 
N. N. R. (New and Non-official Remedies, 1930, p. 
311). Richards Pharmacal Co., Inc., New York. 

Ointment Scarlet Red Biebrich 8 Per cent.—An oint- 
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ment composed of scarlet R medicinal Biebrich-N. N. 
R. (New and Non-official Remedies, 1930, p. 148) 8 
per cent in a base consisting of stearin, wool fat and 
petrolatum. The National Drug Co., Philadelphia. 

Typhoid-Paratyphoid A  Vaccine—This product 
(New and Non-official Remedies, 1930, p. 373) is also 
marketed in packages of three 1 c.c. vials. The Na- 
tional Drug Co., Philadelphia. (Jour. A. M. A., De- 
cember 6, 1930, p. 1745.) 

Antirabic Vaccine, Semple Method—An antirabic 
vaccine (New and Non-official Remedies, 1930, p. 352) 
prepared according to the general method of David 
Semple (phenol killed). It is marketed in packages 
of fourteen vials, each containing 2 c.c.; in packages 
of fourteen vials, each containing 2 c.c. and a syringe; 
in packages of fourteen syringes, each containing 2 c.c. 
Medical Arts Laboratory, Inc., Oklahoma City, Okla- 
homa. 

Diphtheria Toxoid-Squibb—This product (New and 
Non-official Remedies, 1930, p. 364) is also marketed in 
packages of twenty 1 c.c. ampules of diphtheria toxoid 
and two 1 c.c. ampules of diluted diphtheria toxoid 
for the reaction test. E. R. Squibb & Sons, New York. 

Normal Horse Serum—This product (New and 
Non-official Remedies, 1930, p. 340) is also marketed in 
packages of one 50 cc. vial. E. R. Squibb & Sons, 
New York. 

Sodium Gold Thiosulphate—Sodii et Aurii Thiosul- 
phas—Gold Sodium Thiosulphate—The complex salt 
formed from one molecule of gold thiosulphate and 
three molecules of sodium thiosulphate, containing ap- 
proximately 37.4 per cent of gold. The use of sodium 
and gold thiosulphate in the treatment of lupus ery- 
thematosus is considered a distinct advance in the ther- 
apy of this condition. The beneficial and often cura- 
tive action of the drug in a good percentage of cases 
seems to warrant giving it a definite place in the treat- 
ment of a disease for which at present there is no spe- 
cific remedy. The drug must be used with extreme 
caution. Dosages at first advocated have been found 
too great, resulting frequently in severe and even fatal 
reactions. Even with smaller doses, accidents have 
occurred. 

Gold Sodium Thiosulphate-Abbott—A brand of so- 
dium gold thiosulphate-N. N. R. It is supplied in am- 
pules containing respectively 0.05 Gm., 0.1. Gm., 0.25 
Gm., and 0.5 Gm. Abbott Laboratories, North Chicago, 
Ill. 

Diphtheria Toxin-Antitoxin Mixture (Diphtheria 
Prophylactic)—This product (New and Non-official 
Remedies, 1930, p. 356) is also marketed in packages 
of one hundred and fifty 1 c.c. vials, fifty immuniza- 
tions. The National Drug Co., Philadelphia. 

Diphtheria Toxoid—This product (Jour. A. M. A, 
November 15, 1930, p. 1505) is also marketed in pack- 
ages of ten immunization treatments containing two 
1 c.c. vials of diluted diphtheria toxoid for the reaction 
test and twenty 1 c.c. vials of diphtheria toxoid for 
treatment; in packages of fifteen immunization treat- 
ments containing one 1 c.c. vial of diluted diphtheria 
toxoid for the reaction test and one 30 c.c. vial of diph- 
theria toxoid for treatment. Lederle Laboratories, Inc., 
Pearl River, N. Y. 
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Ww. A. O’Brien, M.D., Director 


Minnesota State Medical Association 
11 West Summit Avenue 
Saint Paul, Minnesota 








. Question—A boy of three was seen three months 


ago with an enlarged right tonsil. The left tonsil 
was twice the size of the right and there was 
moderate enlargement of the left cervical glands. 
Tonsillectomy was done and the child not seen 
again until now. Present condition shows ex- 
treme enlargement of all left cervical glands, all 
separate, the two largest fluctuating. Contents 
are grayish fluid containing lymphocytes. There 
is also enlargement of right and left axillary 
and right and left groin glands. The spleen is 
not palpable, and there is no enlargement of the 
right cervicals. Blood erythrocytes 4,200,000; 
leukocytes 11,200; 65 per cent lymphocytes; 


‘hemoglobin 80 per cent. Biopsy report on gland 


removed does not show malignancy. Tuberculin 
test was negative. There was also some arthritis 
and fever. What is your diagnosis, if above is 
sufficient to make one? 


Answer.—Leukemia should be given first consider- 


ation. A careful study of the stained smear 
might reveal immaturity in the lymphocytes. We 
note that the count is not greatly elevated but 
that 65 per cent lymphocytes are present. The 
reported hemoglobin of 80 per cent is against the 
diagnosis of leukemia and favors some form of 
infection with a reaction in the blood especially 
along the lymphocyte line. This is also suggested 
by the statement that some arthritis and fever 
are present. It is a matter of common clinical 
experience that enlargement of the tonsils may 
be the first obvious signs of leukemia. You did 
not state the condition of the mouth. Frequently, 
infections in children are associated with a form 
of stomatitis (Vincent’s organisms). The blood 
should be examined at frequent intervals, and if 
signs of immaturity are constant, a diagnosis of 
leukemia is justified. Otherwise, some type of 
general infection with probable portal in the 
throat is the condition which seems most obvious. 


2. Question.—Patient, age 49, married, one child liv- 


ing and well. For the past eleven years, the left 
breast has discharged a clear, serous fluid on 
pressure. The patient states that if she sleeps on 
the left side there will be a discharge from the 
breast. The past year she has noticed a little 
blood in the discharge and a small lump that 
comes and goes. I could not find a lump on ex- 
amination (breast is soft). She states that some- 
times it is a little sore to the touch around the 
nipple. She fears cancer. Would cancer be likely 
with a condition of such long standing? 


Answer.—The commonest cause of discharge from 


the nipple, whether clear or bloody, is cystic dis- 
ease. Very often the bloody discharge is due 
to a papilloma in the duct. The fact that the 
mass comes and goes would suggest that a papil- 
loma is present (retention). If a definite mass 
can be palpated, it is necessary to remove the 
same for microscopic study. If you cannot pal- 
pate a definite mass and your patient continues 
to worry about cancer, it would be advisable to 
have her come in when she feels a lump and 
remove the same for study. Cancer may develop 
in any type of breast, normal or otherwise. The 


most important thing to do is to examine all 
lumps to find out whether they are malignant 
or not. 


3. Question—A single woman, age 22, had an ap- 


pendectomy done under local anesthesia. The ap- 
pendix showed moderate inflammation. Con- 
valescence was uneventful, until the seventh day, 
when she insisted that she was well enough to 
leave the hospital. Permission was denied, but 
she was allowed to be up and about on the eighth 
and ninth days for a little while and experienced 
no untoward symptoms. The tenth postoperative 
day, she felt very good and was given permission 
to go home. She was assisted in her dressing by 
the nurses, and felt so well that she thought she 
could carry a small suit case. She was assisted 
in walking to an automobile, about seventy-five 
feet away. Just as she was being helped on to 
the running board, she slumped into the at- 
tendant’s arms so suddenly that she was almost 
allowed to fall to the ground. Her face was cy- 
anotic, and she developed involuntary urination 
and defecation. She was completely unconscious. 
They carried her back to the hospital, where she 
was found to be pulseless, breathing very shal- 
lowly and rather slowly. Artificial respiration was 
done for some time and stimulants were injected. 
We could not get the slightest sign of pulse or 
hear anything over the cardiac region at this time. 
There was no history of any previous illness so 
far as I know with the exception of the attack 
of appendicitis which necessitated the operation. 
What are the possible causes of death? 


Answer.—tIn the absence of an autopsy, no definite 


opinion can ever be rendered in a case like this. 
Many of them are classified as heart failure. 
Acute cardiac dilation is probably unknown. Ex- 
periments conducted on animals indicate that 
the pericardial sac around a normal heart will 
not allow this condition to take place. Hearts 
which are chronically dilated as the result of 
hypertrophy may suddenly fail, but this is not 
acute dilation. Other causes are pulmonary em- 
bolism, cerebral embolism and hemorrhage. Most 
of the cases of pulmonary embolism develop in 
individuals who have silent thromboses in the 
pelvis or femoral veins. The condition is prob- 
ably brought about through stasis following oper- 
ative procedures, and may occur after operations 
on any part of the body. The clot detaches when 
the patient attempts to move about and sudden 
death is due to plugging both the branches of 
the pulmonary artery. The absence of clinical 
signs of thrombophlebitis would not be against 
this possibility in your case. The head should 
always be examined in sudden death as many un- 
suspected conditions may be found in this region, 
é.g., in a recent postoperative death a large silent 
brain tumor was discovered. Older clinicians al- 
ways taught that an examination of the heart, 
lungs, and brain is indicated in any sudden 
death. Toxic changes in the myocardium may 
cause sudden failure, but this type of cardiac 
failure is not common except in severe forms of 
this condition, e.g., diphtheria. In a considerable 
(Continued on Page 462) 
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REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


MEDICAL BROADCAST FOR THE MONTH 


The Minnesota State Medical Association Morning 
Health Service 


The Minnesota State Medical Association broadcasts 
weekly at 11:15 o’clock every Wednesday morning over 
Station WCCO, Minneapolis and St. Paul (810 kilo- 
cycles or 370.2 meters). 

Speaker: Dr. William A. O’Brien, M.D., Associated 
Professor of Pathology and Preventive Medicine, Med- 
ical School, University of Minnesota. 

The program for the month of May will be as fol- 
lows: ; 

May 6—The Enuresis Problem. 

May 13—Spring Tonics. 

May 20—Botulism. 

May 27—Bone Tumors. 





MINNESOTA STATE MEDICAL ASSOCIATION 


An important scientific program, amounting, in fact, 
to a two-day medical short course, will feature the 
78th Annual Meeting of the Minnesota State Medical 
Association scheduled to open Tuesday morning, May 
Sth, at the Nicollet Hotel in Minneapolis. 

This program is to be divided into three parts. The 
first, to be held in the. Nicollet Hotel Ball Room, is 
a symposium on surgery and obstetrics. 

The second, to be held at the University of Minnesota 
Hospitals, is to take the form of continuous all after- 
noon clinics in four amphitheaters of the institutions. 
There will be thirty-two of these clinics in all. One 
group to be held in amphitheater A will be varied; 
Group B will be chiefly medical; Group C chiefly pedia- 
tric and Group D chiefly surgical. Eight clinics will 
be held consecutively in each group and no two will 
be alike. They will have as leaders members of the 
University of Minnesota Medical School teaching staff 
and other Minnesota leaders. 

A symposium on diagnosis at the Nicollet Wednesday 
morning constitutes the third important section of the 
program. The fourth will be a symposium on therapy 
Wednesday afternoon. 

Scientific and commercial exhibits, all intimately re- 
lated to the program, are to distinguish this meeting. 
The first scientific talking pictures ever secured for 
one of these meetings are to be a continuous feature 
of the exhibit room, which constitutes the entire mez- 
zanine floor of the Hotel. A prize for the best individ- 
ual exhibit will be presented by the Southern Minnesota 
Medical Society, following the precedent set by the 
Society at Duluth last year. 

The annual banquet, scheduled for Tuesday at 7 
P. M., is the major social event of the two-day session 
with alumni and fraternity luncheons scheduled for 
noon each day and a golf tournament at the Midland 
Country Club Monday afternoon, May 4th, preceding 
the meeting. 


[May, 1931] 


Other pre-program events are the council mecting 
scheduled for Monday afternoon at 3 P. M. and the 
House of Delegates meeting in the Nicollet Hote! hall 
room Monday night at 7:45 P. M. 

The Women’s Auxiliary of the Association will hold 
its Annual Meeting as usual in conjunction with the 
Association meeting. 

Any alumni or fraternity groups who wish to hold 
reunions during the two days of the Minnesota State 
Medical Association annual meeting, are requeste: to 
call Dr. C. J. Arenberg, 1013 Medical Arts Building, 
Minneapolis, Geneva 6768, for accommodations and 
dates. 

The University of Minnesota Alumni Association 
and Phi Beta Pi fraternity luncheon are scheduled for 
Wednesday noon. Accommodations are still available 
for others during or preceding the meeting. 





NORTHERN MINNESOTA MEDICAL 
ASSOCIATION 


The Northern Minnesota Medical Association meet- 
ing will be held in Hibbing, Minnesota, Friday and 
Saturday, September 18 and 19, 1931. 

The Program Committee consists of: Dr. W. L. 
Burnap, Fergus Falls; Dr. Cyril Smith, Duluth; and 
Dr. O. O. Larson, Detroit Lakes, who is also Secretary. 

This Committee will be glad to hear from anyone 
who wishes to give a paper. 

B. S. Apams, M.D. 





RICE COUNTY MEDICAL SOCIETY 


A meeting of the Rice County Medical Society was 
held April 3 in the Faribault Clinic rooms. Dr. F. A. 
Engstrom, \Wanamingo, Minn., was elected to member- 
ship in this society and also Dr. Laura A. Lane, of 
Northfield. 

Dr. H. E. Michelson, Minneapolis, the principal 
speaker of the evening, addressed the society on “Der- 
matology,” and gave an excellent presentation worthy 
of commendation. 

C. J. Pronske, Secretary 





SCOTT-CARVER COUNTY MEDICAL SOCIETY 


A meeting of the Scott-Carver County Medical 
Society was held at the Broz Hotel of New Prague, 
March 10, 1931. Dr. Martin H. Nordland of Minne- 
apolis, gave a talk on the “Thyroid Gland” and with 
lantern slides and motion pictures illustrated his method 
of pre-operative ligation of the inferior thyroid artery. 
Through the courtesy of the Petrolagar Laboratories, 
Mr. F. A. Augustine of Minneapolis presented motion 
pictures on the following subjects: 

“The Anatomy of the Abdominal Wall” 

“Hydrocele” 

“Appendectomy” 

“Colles Fracture” 
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President—Mrs. S. S. Hesselgrave, St. Paul 
Chairman Press and Publicity—Mrs. E. A. Meyerding, St. Paul 
‘“ Editor—Mrs. A. A. Passer, Olivia 


Through the courtesy of the Minnesota Federation 
of Women’s Clubs, the Women’s Auxiliary to the state 
medical society broadcast a Health Program over 
WCCO, Monday afternoon, March 16. Mrs. S. S. 
Hesselgrave, state president, was one of the speakers. 





WOMAN’S AUXILIARY TO THE AMERICAN 
MEDICAL ASSOCIATION 


Ninth Annual Meeting 
Philadelphia, June 8-12, 1931. 
Headquarters, Bellevue-Stratford Roof Garden 
Registration Hours, daily 9 A. M. to 5 P. M. 


All women attending the convention, whether Auxil- 
ijary members or not, are invited to participate in this 
entire program. 

All tickets and invitations must be procured in ad- 
vance in the Bellevue Roof Garden. 
will be obtainable elsewhere. 

The Woman’s Auxiliary to the American Medical 
Association has been placed in charge of all entertain- 
ment of women visitors, and began its labors on June 
27, 1930, by engaging the whole Roof Garden of the 
Bellevue-Stratford Hotel for the period of the conven- 
tion. All women’s activities will center in this hotel— 
registration, meetings, luncheons and supper dance, and 
all excursions will start from the Broad Street en- 
trance. Invitations and tickets must all be procured in 
the Roof Garden in advance, as nothing but programs 
will be obtainable elsewhere. Members of the A. M. A. 
are invited to join all excursions, and should register 
for them in advance in the Roof Garden. Rooms for 
State Headquarters have also been reserved in the hotel, 
and sponsors will be appointed to look after all women 
registered from their own states. The list of sponsors 
will be printed in the program. We take this oppor- 
tunity to thank the management of the Bellevue for 
their generosity in placing all these facilities at our dis- 
posal free of charge. The chairman of the Women’s 
Hotel Committee is Mrs. Frederick S. Baldi, 2117 Por- 
ter Street, Philadelphia, who will be glad to make any 
desired reservations. 


Only programs 


The convention will open with a subscription buffet 
luncheon in honor of all National Auxiliary Presidents 
from Mrs. Red to Mrs. McGlothlan, immediately fol- 
lowed by three round tables of 35 minutes each, with 
10 minute intermissions, each under expert leadership. 
The subjects will be: 

1. Programs for County Auxiliary Meetings. 

2. The Technic and Value of a Committee on Pub- 

lic Relations. 

3. History and Archives. 


These informal gatherings will be a sort of prelim- 
inary canter, designed to bring together those interested 
in special phases of Auxiliary work and give them op- 
portunity to discuss the subject thoroughly during the 
following days. The National Board dinner and pre- 
convention meeting are scheduled for Monday evening. 

A new and, we hope, helpful feature will be a Ques- 
tion and Suggestion Box to which we beg all with good 
ideas to contribute. This seems the most practical way 
of finding out what our members want continued, what 
discarded, and what plans are indicated for the future. 

The regular business sessions will be held on Tues- 
day and Wednesday mornings. National Chairmen will 
be allowed 10 minutes for their reports, State Presi- 
dents 3 minutes. Reports to be printed may be as long 
as desired (in reason), but let no one _ reporting 
on the floor imagine these limits an idle jest. Nor will 
the hours announced on the program be found to 
mean “about.” Have your watches cleaned and regu- 
lated, and practice your wrist drill before leaving home. 
You will need it. 

Thursday morning, too, will be a busy one, the post- 
convention Board meeting, a special meeting for State 
and County treasurers desiring further elucidation of 
the treasurers’ receipt blanks, and at 10:30 an informal 
round table presided over by the new president, the 
subject, “What Have I Gotten Out of the Convention?” 
At this meeting Mrs. McGlothlan will announce her 
committee chairmen and outline her plans for the com- 
ing year, and the subjects in the Question Box will be 
discussed, a sort of stock taking, closing the year’s 
business and opening the new books. 

Philadelphia as a historical and cultural center is the 
keynote of the entertainment planned for our guests. 
Except Monday, all afternoons and evenings will be 
devoted to pleasure, and a variety of excursions is of- 
fered to suit all tastes, all physiques, and all weathers. 
They include bus trips to Valley Forge and to Long- 
wood, the beautiful estate of Mr. and Mrs. Pierre S. 
duPont, a boat trip on the Delaware, and visits to 
the Fairmount and Rodin Museums and to the His- 
torical Society of Pennsylvania. The Museum author- 
ities are delighted to provide docent service for 
those desirous of more than a passing glance at their 
treasurers, and the Historical Society will arrange a 
special exhibition for the week, including portraits, 
prints, and engravings, documents, silver, etc., from its 
unsurpassed collection of Americana. There will also 
be a brief historical address by Dr. Charles W. Burr of 
Philadelphia. 

Wednesday will be a field day—the big Auxiliary 
luncheon—with guests and speakers from the A. M. A. 
and a beautiful musical program, the gift of the Dela- 
ware Auxiliary. In the afternoon the Philadelphia 
County Medical Society invites the women to be their 
guests on a bus trip through historic Philadelphia (a 10 
minute stop at Independence Hall), Fairmount Park 
and Germantown to “Stenton,” where the New Jersey 
Auxiliary invites us all to tea. “Stenton,” the home of 
James Logan, Penn’s friend, Secretary of the Colony, 
still stands just as it was built in 1728, the furniture 
of the period, the garden laid out as described by con- 
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temporaries. On Wednesday evening the Pennsylvania 
Auxiliary invites all visiting ladies to a reception in the 
superb Chinese Rotunda of the University Museum, a 
setting probably unsurpassed in any museum anywhere. 

This meeting of the A. M. A. in Philadelphia is the 
first in 30 years, and the County Medical Society, de- 
siring to mark so auspicious an occasion, and also in 
appreciation of the work of the Auxiliary, invites all 
members of the A. M. A. and the visiting ladies to be 
their guests at a supper dance in the Ball Room of the 
Bellevue, following the big meeting of the A. M. A. on 
Tuesday evening at the Academy of Music. The Presi- 
dent’s ball at the Benjamin Franklin Hotel on Thurs- 
day evening, to which all are invited, will close the for- 
mal festivities. 

To those still able to rise from their beds on Friday 
morning there are offered a tour of Wanamaker’s with 
luncheon in the Crystal Tea Room, or an all-day bus 
trip to Atlantic City, where the New Jersey Auxiliary 
will meet them for luncheon at the Claridge. This pro- 
gram includes also a visit to the new Convention Hall, 
an hour in a chair on the Boardwalk and plenty of time 
for window shopping or a swim. 

And finally, every day and all day there will be a 
booth in the Roof Garden inscribed “As You Like It 
—Anywhere,” where those wishing to golf, shop, go to 
Garden Days, or carry out any other pet project not 
elsewhere provided for may find information and as- 
sistance in making a profitable use of their opportunity. 

Will you not reward our efforts by the largest and 
most enthusiastic women’s attendance in the history 
of the American. Medical Association? 

CorRINNE KEEN FREEMAN, 
General Chairman. 
(Mrs. Walter Jackson Freeman). 





HENNEPIN COUNTY AUXILIARY 


The regular meeting of the Auxiliary to the Henne- 
pin County Medical Society was held March 18. Mrs. 
Martin Nordland, the President, was in the chair. A 
delightful group of piano selections was given by Miss 
Bernardine Cornea of the University of Minnesota. 
Dr. Meyerding gave an interesting talk on “The Re- 
lation of the Minnesota Public Health Association and 
the State Medical Association.” 


The annual Easter card party was held in the As- 
sembly room of the Hennepin County Society on Easter 
Monday afternoon. Tickets for about 125 tables were 
sold. We are glad to say that it was a social and 
financial success. 

Under the efficient leadership of Mrs. A. E. Hedback 
as chairman, with Mrs. J. M. Hayes and Mrs. C. W. 
Rucker and their committees, the Auxiliary has again 
been provided with funds to carry the philanthropic 
work of the group for the year. This year our partic- 
ular venture is the furnishing of a room in the new 
home for patients with arrested tuberculosis from Glen 
Lake Sanatorium, which has come to the city through 
the generosity of Mrs. W. O. Winston. 


MINNESOTA MEDICINE 
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The Auxiliary has ventured into a new field of activ- 
ity, and has revived the noonday luncheon for the Med- 
ical Society, which was practically dead of inanition. 
The evident success of the experiment brought an ap- 
propriation from the Medical Society for needed equip- 
ment, but dishes and kitchen utensils cannot make a 
successful lunch-room, and the gratifying results are 
due to the devoted effort and interest of this group 
of women who have undertaken this work. It has be- 
come so popular that several committees of the Medical 
Society have asked that luncheons be served for their 
meetings. 


The following committees have been appointed for 
the entertainment of the wives of the doctors at the 
State Medical meeting, May 5 and 6: 

Registration—Mmes. H. J. Tunstead, J. D. Lyons, 
E. S. Strout, G. D. Nordin, W. B. Roberts, G. D. Eitel, 
O. S. Wyatt, and F. S. McKinney. 

Transportation—Mmes. R. M. Rosenwald, Emil Robit- 
shek, and E. J. Huenekins. 

Program—Mrs. James Blake and her committee. 

Printing and Publicity will be handled by Mrs. T. F. 
Quinby. 

All registrations for visiting women will be taken 
care of at the Nicollet Hotel, beginning Monday after- 
noon, May 4. On Tuesday morning, May 5, at 10:00 
o’clock, the annual Board meeting of the State Apxiliary 
will be held in parlors O, P and Q and a Dutch Treat 
luncheon at the Nicollet Hotel in the main dining room, 
to which all visiting women are invited. That same 
afternoon, Mrs. J. A. Watson and Mrs. J. S. Reynolds 
will be hostesses in the lounge of the Medical Society 
rooms to meet any visiting women who may wish to 
drop in for a game of bridge or an informal visit. 

The banquet Tuesday evening, May 5, is open to all 
visiting doctors and their families. This will be held 
at 7:00 p. m. in the Ball Room of the Nicollet Hotel. 


The annual business meeting and election of officers 
will be held Wednesday, May 6, at 10:30 a. m. in the 
assembly room of the Hennepin County Medical So- 
ciety. This will be followed by a luncheon at the 
Woman’s Club on Oak Grove Street, at 1:30. Trans- 
portation will be provided for all visiting women from 
the Medical Arts Building to the Club. The plans for 
the entertainment to follow the luncheon include a talk 
by Mr. H. A. Bellows, Vice President of the Columbia 
Broadcasting System, and music by the Thursday Mu- 
sicale Ensemble which includes a number of our Min- 
neapolis doctors’ wives. 


Mrs. S. H. BAXTER. 





NICOLLET-LE SUEUR AUXILIARY 

An Auxiliary of the Nicollet-Le Sueur County Med- 
ical Society was organized April 8 at a joint meeting 
held at the Merchants Hotel, Jordan, in conjunction 
with the women of the Scott-Carver Society. Officers 
elected were: Mrs. Joseph O. McKeon, Montgomery, 
president; Mrs. W. W. Covell, St. Peter, vice president, 
and Mrs. Melvin Lenander, St. Peter, secretary-treas- 
urer. 
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RICE COUNTY AUXILIARY 


The March meeting of the Rice County Auxiliary 
was held at the home of Mrs, J. W. Murdoch, of Fari- 
bault, with Mrs. Haynes as assisting hostess. Mrs. A. 
M. Hanson, Faribault, president, presided at the busi- 
ness session, which was followed by a most amusing 
paper on “Methods of Quacks,” read by Mrs. Haynes. 
A layette was made and donated to the Faribault and 
Northfield hospitals. Eight doctors’ wives from Owa- 
tonna were guests at the meeting. 





ST. LOUIS COUNTY AUXILIARY 


The St. Louis County Auxiliary has been continuing 
its policy of philanthropic work throughout: the year. 
The members are sewing on Red Cross articles at the 
regular meetings to help county Red Cross work. At 
the last meeting it was voted to send a working girl 
to the summer session of the University at Madison, 
Wisconsin. This University offers a short course each 
summer for working girls. 





SCOTT-CARVER AUXILIARY 


At a luncheon meeting held at Chaska, April & a 
Women’s Auxiliary to the Scott-Carver Medical Society 
was organized. Mrs. S. S. Hesselgrave of St. Paul 
and Mrs. James Blake of Hopkins were guest speak- 
ers. The following officers were elected: President, 
Mrs. Bernard H. Simons, Chaska; vice president, Mrs. 
H. P. Fischer, Shakopee; secretary-treasurer, Mrs. H. 
E. Wunder, Shakopee. 





STEARNS-BENTON AUXILIARY 


On Tuesday, April 7, the Stearns-Benton Auxiliary 
met at the home of Mrs. J. P. McDowell of St. Cloud. 
The president, Mrs. Werner Hemstedt, was in the 
chair. The business session was followed by games of 
bridge. Since the first of the year several members 
have spent Friday afternoons sewing and mending at 
the St. Cloud Hospital. 





WASHINGTON COUNTY AUXILIARY 


The Women’s Auxiliary to the Washington County 
Medical Society was entertained at a one o’clock lunch- 
eon at the University Hospital, Minneapolis, Tuesday, 
April 7. Other guests at the luncheon were the wives 
of the faculty members, who act as an auxiliary to the 
University hospital: Dean Lyon of the Medical School 
and Mrs. Lyon; Dr. O’Brien, and the head nurses of 
the hospital. Superintendent Paul Fesler, Dean Lyon 
and Dr. O’Brien gave short talks after the luncheon. 
The guests were then conducted on a tour through the 
hospital, and heard talks by Dr. Stenstrom, in charge 
of the radium department, and Dr. W. T. Peyton on 
cancer. The use of the respirator was demonstrated 
by Miss Clark. The Washington County Auxiliary will 
serve refreshments at Lakeview Memorial Hospital, 
Stillwater, May 10, to the visitors assisting the hospital 
superintendent. Mrs. J. W. Stuhr of Stillwater is 
president of the Auxiliary. 


WEST CENTRAL AUXILIARY 


The annual business meeting of the West Central 
Auxiliary was held at Wheaton, April 8. The follow- 
ing officers were elected: President, Mrs. Charles 
Bolsta, Ortonville; vice president, Mrs. A. L. Fitz- 
gerald, Morris; secretary-treasurer, Mrs. Bert Karn, 
Ortonville. Mrs. C. F. Ewing of Wheaton, retiring 
president, presided at the session. 





PROCEEDINGS OF THE MINNE- 
SOTA ACADEMY OF MEDICINE 


Meeting of March 11, 1931 


The regular monthly meeting of the Minnesota 
Academy of Medicine was held at the Town and Coun- 
try Club on Wednesday evening, March 11, 1931. Din- 
ner was served at 7 p. m. and the meeting was called 
to order at 8 p. m. by the President, Dr. J. S. Gil- 
fillan. There were fifty-one members present. 

Minutes of the February meeting were read and 
approved. 

The scientific program of the evening was as follows: 

Dr. A. R. Corvin (St. Paul) reported two cases and 
showed specimens. 

Case 1.—Gallbladder in female pelvis. The patient, 
a woman aged 72, was first seen December, 1929, com- 
plaining of a mass in the lower abdomen; it was pain- 
less, not tender, and quite movable. She was concerned 
because of the tumor but did not want to consider 
surgery because it did not cause any pain. She was 
of the rather feeble type for 72, and surgery was not 
urged at that time. Nevertheless, a diagnosis of the 
nature of the mass was not made. 

In April, 1930, she says she began to have some 
“heavy discomfort” in the abdomen, but no pain. In 
June, 1930, she says she began. to have attacks of pain 
which she attributed to food, and she said that recently 
the tumor would disappear at times, and at these times 
she felt better. 

When seen in early November, 1930, she had an at- 
tack of abdominal pain followed by jaundice. The 
pain continued intermittently, and the jaundice became 
deeper. The tumor had disappeared but she felt some 
pressure in the pelvis. 

Examination revealed a fluctuating mass filling the 
pelvis. She had quite a kyphotic spine and a conse- 
quent approximation of the ribs to the iliac crest. 
There was no abdominal tenderness. The combination 
of jaundice and pain suggested common duct stone and 
the opinion was hesitatingly expressed that the mass in 
the pelvis could be an enlarged gallbladder. 

Her enfeebled condition would render surgery ex- 
tremely risky and was not undertaken. She died two 
week later. A partial autopsy showed a gallbladder 
about the size of a small grape-fruit packed tightly in 
the pelvis, and it was withdrawn by some effort. A 
small calculus was found in the common bile duct. 
The duct’ was not appreciably dilated; the cystic duct 
proximally was dilated to the size of a rather large 
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sausage; distally, just proximal to the common duct, 
the cystic duct was surrounded by a mass of firm tissue 
and an area of indurated tissue, scirrhus-like in ap- 
pearance, occupied the anterior wall of the gallbladder 
at about its center. 

The histological examination of the tissue surround- 
ing the cystic duct shows clearly an adeno-carcinomat- 
ous structure. 

Case 2—Tumor in the cecum. The patient, P. S., 
female, aged 34, complained of pain in the right lower 
abdomen, and of feeling “all in.” In 1916 while at 
college she was ill for three months and miserable for 
some time afterwards. She had pain in the abdomen at 
that time. She came home from school and was in 
bed four months with tenderness, abdominal pain, fever, 
and chills. Following this she was better and had no 
fever, but had soreness and painful spells. 

Five years ago during and after pregnancy she had 
pain and soreness. In March of 1930 she had fever 
and pain. During menstruation the pain was not so 
bad, but soreness was present all the time. She had 
spells of pain off and on about every two months, which 
made her feel “all in.” She says they were something 
like “labor pains.” 

On examination there was some tenderness in the 
right lower abdomen. Bimanually there was a tender 
mass at the right of the uterus and thickening extend- 
ing laterally. 

At operation a midline incision was made below the 
umbilicus. On opening the peritoneal cavity a tumor 
was felt in the cecum, and found to be movable in the 
cecum. The cecum was densely adherent by old tough 
adhesions to the uterus and right tube. On separating 
these, the cecum was opened and the tumor exposed. 
Its attachment was to the posterior wall of the cecum, 
but it was found that the base of the tumor was con- 
tinuous with the right ovary, which was, however, 
partly within and partly outside of the cecum. 

To visualize the condition one would have to imagine 
an opening having been made in the posterior wall of 
the cecum. The diseased ovary now inserted into the 
opening with a subsequent closure by“adhesions of the 
edges of the cecal opening to the diseased ovary and 
a consequent closure of the cecal opening in this man- 
ner. There must have been a gradual perforation of 
the cecal wall by the inflammatory mass containing the 
ovary. 

The tumor mass inside the cecum was composed of 
tuberculous granulation tissue with some ovarian tissue 
at its base. The ovary was, of course, tuberculous, as 
was also the right fallopian tube. The cecum, except 
for the mass projecting through and into its lumen, 
was quite normal, the mucous membrane presenting no 
evidence of disease. 

The closure of the opening in the cecum took place 
without untoward happenings and the patient is now 
free from pain and has gained 20 pounds. 

Dr. C. N. Spratr (Minneapolis) reported the follow- 
ing case: 

I wish to show a specimen of an eye containing a 
piece of steel which has been there for 67 years without 
causing any irritation or discomfort. This man con- 
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sulted me for a cancer of the larynx, when it was 
noticed that the right eye diverged. Upon questioning, 
the patient stated that when he was 12 years of age, 
while he was in a blacksmith shop, something hit his 
right eye. An X-ray showed the presence of a foreign 
body, and in spite of the divergence it was localized to 
be in the bottom of the vitreous near the ciliary body, 
This man died in December, 1930, and through the 
courtesy of the family physician and with the consent 
of the deceased’s sons, the eye was removed. This 
was sectioned and I have it here. 

1. It shows that a foreign body may remain in the 
eye without causing irritation; the eye was blind but 
absolutely free from irritation. 

2. The shadow is definite in the X-ray—the steel 
in the metallic form and not oxidized. It is probably 
a piece of wrought iron which resists corrosion. 

3. It shows that even in a diverging eye, localizing 
a foreign body can be accurately done. 


Dr. Water E. Camp (Minneapolis) read his in- 
augural thesis entitled “The Pathology and Patho- 
genesis of Ocular Melanomata.” 
slides were shown. 


Numerous lantern 


DISCUSSION 


Dr. JoHN F. Futron (St. Paul): I am more anxious 
to congratulate this Academy upon having Dr. Camp 
become a member than to enter into a discussion of 
his very excellent thesis. The doctor is not only a 
teacher of medical students, but a very competent in- 
structor of the oculist himself. He has very compe- 
tently and thoroughly discussed tonight one of the 
most important and serious subjects that the oculist 
is called upon to deal with. The title of the thesis 
is somewhat misleading. Melanomata, as defined by 
Collins, is an innocent pigmented growth in the uveal 
tract which may hecome malignant. These apparently 
innocent accumulations of pigmented cells, by trauma 
of some unknown cause, at times take on a malignant 
growth of the fulminating type which may not only 
destroy the patient’s eye, but also his life. The pig- 
ment proliferation usually originates from the epithe- 
lium of the deeper structures but may also originate 
from the choroidal cells. 

There is a condition closely related to this, namely, 
melanosis, which is a deposit of pigment in structures 
where it is not usually found, as the cornea and con- 
junctiva. This condition is not necessarily malignant 
but is potentially dangerous, for the literature on the 
subject demonstrates that 30 per cent of such cases 
become malignant. 


Dr. E. M. Jones (St. Paul) read a paper and re- 
ported cases of Phlegmonous Enteritis. 


DISCUSSION 


Dr. H. B. ZIMMERMANN (St. Paul): I have never 
seen a case such as Dr. Jones described. In regard to 
the second case, not long ago I had a man come to 
the hospital with pain in the right lower abdomen, and 
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fever. A diagnosis of appendicitis was made and at 
operation a small inflamed appendix was found. Just 
proximal to the ileocecal valve he had a peculiar con- 
dition. It looked like sigmoid. It felt exactly like the 
sigmoid and contracted normally to stimulation. The 
wall was about one-half an inch thick and fairly nor- 
mal. It looked like a bit of intestine that had worked 
against obstruction for a long time. Since then he has 
had two other attacks of cramps in the right lower 
quadrant of the abdomen. 

In going over the man’s history, he told me that he 
had had a very severe attack when he was in the 
army. He had violent pain but the surgeons did ‘not 
think it was exactly appendicitis and were rather con- 
fused about it. He got well without an operation. 

I spoke to Dr. Jones about this patient and he sug- 
gested that it might have been phlegmonous enteritis. 

Dr. A. R. Corvin (St. Paul): I showed a specimen 
here some two years ago of phlegmonous duodenitis 
which bears out the remark made by Dr. Jones, that 
this is a fatal disease. My patient was a woman who 
entered the hospital very acutely ill. It was thought 
she had some upper abdominal trouble. At operation 
the duodenum was found to be thickened and there was 
general peritonitis and a phlegmonous inflammation of 
the duodenum extending from the pylorus to the duo- 
denal jejunal junction, and the mucosa was fairly 
studded with small superficial ulcers. 

In looking up the literature at that time, I found 
that Melchior, writing on Surgery of the Duodenum 
in Neue Deutsche Chirurgie, could find only 10 cases 
reported in the literature. Dr. John Noble told me 
later that the newer references were more numerous. 

Dr. JoHN Nose (St. Paul) (by invitation): Phleg- 
monous inflammation of the gastrointestinal tract is a 
rare disease. It is found more frequently in the stom- 
ach and large intestine than in the small intestine and, 
as Dr. Jones has pointed out, the proximal portions of 
the ‘small intestine are more commonly involved than 
the distal portions. While the rarity of this disease 
cannot be questioned, it undoubtedly occurs more fre- 
quently than the reports in the literature would indi- 
cate. In our series of autopsies at the Ancker Hospital 
we have seen two cases of phlegmonous enteritis. One 
of these Dr. Colvin mentioned and the other was the 
first case reported by Dr. Jones. 

The etiology of the condition is not clear, but as a 
rule there are certain predisposing factors, the most 
common of which are preexisting ulceration of the 
mucosa, general sepsis, intestinal obstruction, or trauma. 
Dr. Jones’ first case is evidently a manifestation of a 
systemic infection, while his second case appears to 
have followed a partial intestinal obstruction. 

I think the principal value in reporting these cases 
is to familiarize the practicing surgeon with the gross 
appearance of the lesion so that he will recognize it 
readily when he encounters it at the operating table. 
Once having seen the lesion it can be confused with 
few other conditions. It slightly resembles a scirrhus- 
carcinoma but its inflammatory character and the dif- 
ference in consistency make this differentiation easy. 
It may also be confused with a diffuse leukemic in- 


filtration or a diffuse lymphosarcoma, but in both 
of these conditions evidences of inflammation are 
usually absent. 

From the cases reported here this evening there seems 
to be definite clinical evidence that phlegmonous en- 
teritis can vary considerably in intensity and that, in 
some instances at least, recovery occurs without radi- 
cal surgical interference. The recognized surgical pro- 
cedures are resection of the involved gut; or, intestinal 
anastomosis, short-circuiting the inflamed segment. 
The first procedure seems more rational since it re- 
moves the focus of infection and reduces the possi- 
bility of general peritonitis, and these cases die of a 
general peritonitis. The suggestion made by Dr. Jones 
that an enterostomy proximal to the lesion might be the 
method of choice in some instances, would seem to be 
more reasonable than a short-circuiting anastomosis. 

Dr. A. E. BENJAMIN (Minneapolis): 1 want to re- 
port one case which is rather interesting in this con- 
nection, which I operated about a year and a half ago. 
The patient was a farmer’s son, 25 years of age, who 
gave a history of having severe pain and distention of 
the abdomen, with nausea and vomiting, and some 
fever. The pain was not confined to the region of 
the appendix but more to the left and opposite the 
umbilicus. He came in to see me and I put him 
through quite an examination, including X-rays, but 
could not determine just what the trouble was. I de- 
cided to do an exploratory operation. A median in- 
cision, going by the umbilicus, was made and I found 
two sections of the lower portion of the jejunum, one 
about 6 inches and the other about 8 inches, covered 
with fibrinous exudate. This was more or less acute 
in character because he had just gone through an at- 
tack, and there was definite partial obstruction. There 
was a question as to whether or not to do a resection. 
I did not think it was malignant; there was no diver- 
ticulitis nor any other inflammatory condition in the 
abdomen that could account for this pathology. So 
I separated a few of the adhesions and sewed him up. 
He was put on a special diet and sent home. He has 
had one attack since, but as long as he keeps on a 
very careful diet, with no coarse foods, he remains in 
very good condition and apparently perfectly well. 
That was a case in which I think the right treatment 
was to let him alone. 

Dr. ARNOLD SCHWyYZER (St. Paul): While Dr. Jones 
was reading his paper three cases of this type came 
to my mind. I wonder whether the second case Dr. 
Jones described was really phlegmonous enteritis. It 
may have been a simple inflammatory thickening. In 
the course of operation for acute appendicitis in two 
cases, I saw an area of the lowest ileum thick, fleshy 
and rigid. In one case this area was about 6 cm. long, 
ending a few centimeters above the ileocecal valve. In 
the other case the involved area was from 12 to 15 
cm. long. We removed the appendix and the patient 
got well without any trouble, though we had been 
quite apprehensive as to the outcome. In a third case 
where we had a mass in the cecum we found that 
the process of hardening and thickening reached about 
10 cm. up into the ileum. An ileocolic resection was 
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made. ‘The specimen showed it was tuberculosis. That 
case came to good recovery. 

Dr. Jones (in closing): I appreciate very much the 
discussion of this paper. It seems that the cases Dr. 
Schwyzer mentions fali in the group of phlegmonous 
enteritis but undoubtedly of less virulence. In the 
second case I reported, it seems that resection would 
have been quite radical and therefore I just relieved 
the obstruction. Resection is advocated as the opera- 
tion of choice, but, in view of the fact that anastomosis 
of the intestine above and below the lesion without 
resection has led to recovery, it seems to me that in 
cases where a resection is desirable, but not feasible, 
an enterostomy placed proximal to the affected bowel 
would be desirable. 

In mild cases where one can find definite cause for 
the infection I believe that merely removing the ex- 
citing cause would be sufficient. 


Dr. ARNOLD ScHwyzeER (St. Paul) reported the fol- 
lowing case: 

A man came to my office with a swelling in the mid- 
line in front of the hyoid and thyroid cartilages—a 
plain cast of cyst of the thyroglossal duct. It could be 
removed without breaking it. It was thin-walled, the 
content slimy. At the upper posterior pole toward the 
corpus of the hyoid bone it had been firmly adherent. 
We know that there is usually a little tract running 
through the hyoid bone, or just grazing the periosteum. 
It is, therefore, unsafe to leave this median portion 
of the hyoid bone. Sistrunk quite properly advised to 
follow the track of the thyroglossal duct up into the 
tongue. We resected the hyoid bone and found a thin 
tract which we followed for about 2 or 24% cm. It 
could be easily demonstrated as a grayish cord-like 
structure. It then became very thin and tore off (shown 
on drawing). Not being quite satisfied, I forced the 
finger into the musculature of the tongue and then 
with one finger in the mouth I palpated the parts be- 
tween the two fingers. To our surprise we found a 
round mass of the size of a large cherry stone. With 
fine artery forceps inserted into the wound, the mass 
was gotten hold of. It seemed to break and we saw a 
little lake of whitish slime. The area in the muscula- 
ture of the tongue was excised with scissors. This 
little mass was located directly under the mucosa of 
the tongue. Microscopically there was a larger cyst, in 
the neighborhood of which there were several tortuous 
little tubules with pavement cell lining. The mass was 
located under the foramen cecum of the tongue, where 
the thyroid anlage originates. Had this congenital 
epithelial formation gone to a little further develop- 
ment, we would have had a lingual thyroid. It has 
been observed that a lingual goiter would grow after 
thyroidectomy. In one reported case, the tumor grew 
in a compensatory sense. But it grew so much that 
it made trouble and had to be removed and, after its 
removal, it seems that myxedema showed up. 


The meeting adjourned. 
R. T. LaVake, M.D. 
Secretary. 
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PROCEEDINGS OF THE MINNE- 
APOLIS SURGICAL SOCIETY 


Meeting of March 5, 1931 


The regular monthly meeting of the Minneapolis 
Surgical Society was held in the Lounge of the Henne- 
pin County Medical Society on Thursday evening 
March 5, 1931. The meeting was called to order at 8 
p. m. by the President, Dr. A. T. Mann. There were 
twenty-seven members present. 

Minutes of the February meeting were read by the 
Secretary. 

The President and several members announced the 
receipt of letters from Dr. Clay Ray Murray thanking 
them and the Society for the courtesies shown him on 
his visit to Minneapolis. The President also stated that 
the Council recommended the election of Dr. Murray 
to Honorary Membership in the Minneapolis Surgical 
Society, and upon vote of the Society this was unan- 
imously carried. 

Upon ballot the following officers were elected for 
the ensuing year: President, Dr. J. Frank Corbett; vice 
president, Dr. E. K. Green; secretary-treasurer, Dr. H. 
O. McPheeters (re-elected) ; council member, Dr. Mar- 
tin Nordland. 

The Scientific Program of the evening consisted of 
the following: 

Dr. WILLARD WHITE read a paper on “Traumatic Ap- 
pendicitis.” 

DISCUSSION 


Dr. J. FRANK Corsett said that a number of years 
ago he read Kelly’s book on the Vermiform Appendix 
and Its Diseases, and he thought the author stated about 
all there is to be said near the close of the book. As 
nearly as Dr. Corbett could remember, it was this— 
“Traumatic appendicitis does not occur in a normal 
appendix, but it may occur in an appendix that pre- 
viously has been the site of an infection.” Dr. Corbett 
was of the opinion that this was a reasonable view of 
the situation and brings one back to the question of 
latent infection that has been flared up by some unusual 
occurrence. He had had the opportunity of seeing only 
a very few cases of traumatic appendicitis but had had 
extensive experience down on the border in the con- 
centration of troops. There were many hardships in 
long marches and knocking around and among the 
regular army men there was practically no acute ap- 
pendicitis. Then there was another group of recruits 
who had been taken from civil life, and the incidence 
of appendicitis among these (very many giving no 
history of previous attacks) was extremely high. In 
other words, all of these men were fed the same and 
lived the same but the change in diet and living for 
these men who were not accustomed to such rough hard 
life was sufficient to flare up a more or less latent 
infection which they may have had. Dr. Corbett said 
that this experience which he had had made him more 
willing to believe that trauma is an exciting factor in 
the production of appendicitis in a predisposed indi- 
vidual. 
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Dr. Wess asked if some of Dr. Howard A. Kelly’s 
fifty cases did not contain nut shells, pins, as well as 
numerous fecal concretions. 

Dr. O. H. WANGENSTEEN said that most everyone 
would concede that trauma that severs the appendix or 
its mesentery or that causes a bursting of the appendix 
would constitute a traumatic lesion of the viscus. Con- 
cerning the obstructive appendicitis which Dr. White 
spoke particularly about as being engendered by trauma, 
there is adequate cause for debate. Dr. White postulates 
that a blow on the abdomen increases the intraluminary 
pressure in the appendix in such a manner that a 
fecalith may become impacted in its lumen. This con- 
jecture, however, demands proof. It is well known 
that no such happening occurs in acute or chronic types 
of bowel obstruction of the lower colon. There un- 
doubtedly is some difference in the displacement occur- 
ring under the influence of gradual distention and that 
attending sudden changes of pressure. However, in 
simple obstruction of the sigmoid flexure, perforation 
or other changes such as gangrene of the proximal 
bowel may occur due to the distention of the proximal 
bowel. Shimodaira of Kocher’s Clinic, in 1911, indicated 
that the lesion that is responsible for a simple obstruc- 
tion assuming strangulation features is usually a carci- 
noma of the sigmoid flexure, and the perforations, 
ulceration or gangrene are usually observed in the 
cecum, occasionally in the terminal ileum, and at times 
in portions of the colon nearer the point of obstruction. 
The reason that these distention ulcers occur in the 
cecum is easily apparent. If one takes two toy balloons 
of equal size but of unequal texture and attempts to 
distend them by blowing, the thinner one always inflates 
with greater ease and ruptures more easily. Similarly, 
the cecum has the largest diameter of the entire bowel. 
The appendix, with a relatively thick wall and small 
lumen, would not distend easily. Dr. Wangensteen had 
never heard of a perforation of the appendix from an 
occlusion of the sigmoid flexure, though its occurrence 
in the cecum is well known. 

Dr. WANGENSTEEN stated that Wilkie, of Edinburgh, 
has pointed out that obstructive appendicitis due to the 
impaction of a fecalith in the lumen of the appendix 
is a serious form of the disease, for the appendix often 
ruptures before there is an inflammatory reaction 
around it. It would not appear, however, that Dr. 
White has adduced any evidence to indicate that in 
trauma a fecalith may become lodged and impacted in 
the lumen under the influence of a force exerted upon 
the abdominal wall. No one will dispute the traumatic 
origin of appendices severed under the influence of 
trauma but Dr. Wangensteen felt there was no evidence 
to substantiate Dr. White’s conclusion relative to the 
group of cases that he has described. 

Dr. MANN asked Dr. White if, when speaking of a 
ruptured appendix, he meant a real case. 

Dr. S. H. Baxter asked if any experimental work 
had been done along this line. What Dr. Wangensteen 
has said would apply if one assumed that the cecum is 
distended. But if the cecum in flaccid and simply filled 
with fluid it is conceivable that the force would be 
expended equally in all directions and might be forced 


into the appendix and rupture the appendix itself. Dr. 
Baxter felt that it would be a matter for experimental 
work to decide. 

Dr. Martin Norpianp asked Dr. White if he had 
access to the General Hospital records in this connec- 
tion. He said that in about 1913 when at the General 
Hospital he had assisted Dr. Wilcox in operating on a 
boy about eight years old who had been hit in the 
abdomen by a baseball. A diagnosis was made in that 
case of traumatic ruptured appendix. 

Dr. J. M. Hayes recalled one case which was quite 
evidently of traumatic origin. A number of boys had 
gathered at this boy’s home to celebrate his birthday. 
As they were struggling to lay him across a box to 
paddle him the area over the appendix was hit hard 
against the corner of the box. He collapsed at the time, 
then seemed quite well for a time. Less than an hour 
afterward he complained of severe pain in this area. 
He was taken to the hospital about twelve hours later 
with what appeared to be a very severe case of ap- 
pendicitis. The family would not consent to an opera- 
tion immediately but a little later (about 15 or 16 hours 
after the accident) he was opened and the appendix 
was found to be gangrenous in the distal half. The 
patient had never had an attack of appendicitis before 
and was perfectly well and healthy up to the time of 
the accident. 

Dr. MANN asked Dr. Hayes if that case was one 
with or without pus. 

Dr. Hayes replied there was no gross evidence of 
free pus. 

Dr. KENNETH BULKLEY was of the opinion that the 
arguments in favor of appendicitis being of traumatic 
origin were not conclusive inasmuch as the interpreta- 
tion of the abdominal pain in most of the cases cited 
was not properly made. To argue that because fol- 
lowing abdominal trauma an individual immediately 
developed pain and that hours or days later definite 
symptoms, in addition to the symptom of pain, devel- 
oped indicative of an appendicitis, and that at operation 
a definite appendicitis was found, is not conclusive evi- 
dence that the trauma sustained was either a direct 
cause or an exciting factor in the development of this 
appendicitis. A severe blow upon the abdomen con- 
cededly causes pain, particularly if the individual re- 
ceiving such a blow is not prepared for it and has not 
set his abdominal muscles on guard. Even with his 
muscles on guard the pain immediately following a 
severe blow may be intense. This pain is due probably 
not only to contusions of the skin, subcutaneous fat and 
muscles of the abdominal wall but quite possibly also 
due to contusion of the parietal peritoneum. If the 
blow causing this pain is of sufficient severity to cause 
intra-abdominal injury one of four intra-abdominal 
lesions is apt to result, namely: (1) rupture of the 
spleen; (2) rupture of the liver; (3) laceration of the 
mesentery; (4) pneumatic blow-out or actual division 
against the vertebral column of the jejunum. 

Other injuries, of course, are recognized but these 
four are probably the most common. Dr. Bulkley had 
never personally seen a case himself nor did he remem- 
ber having encountered in the literature a case follow- 
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ing abdominal trauma in which on opening the ab- 
domen direct evidence of injury to the appendix was 
found, with the exception possibly of such cases of 
severe crushing injuries in which injury of the appendix 
was coincidently found with multiple severe intra-ab- 
dominal injuries. Immediate pain following a blow 
upon the abdomen is, as already noted, probably due 
to abdominal contusion; and just because this patient 
later develops symptoms of appendicitis, it does not, 
in Dr. Bulkley’s opinion, seem reasonable to assume 
that the development of this appendicitis is due to the 
blow. All appreciate the rapidity with which an acute 
attack of appendicitis may develop. Dr. Bulkley recalled 
vividly the instance of a young boy operated upon in 
a hospital many years ago for hemorrhoids. This boy 
had been under hospital observation for five days with 
normal pulse and temperature. At 8 o’clock in the 
morning this boy developed abdominal pain. Dr. Bulk- 
ley operated upon him four hours later, removing an 
appendix gangrenous throughout practically its entire 
length. Let us assume that an hour previous to the 
onset of pain the nurse had by accident dropped this 
boy’s ‘breakfast tray, striking him upon the abdomen. 
Under such conditions, the proponents of traumatic ap- 
pendicitis would probably have argued that this was 
a case of traumatic appendicitis! 
fully the histories of the cases of Dr. Kelly, quoted 
by Dr. White this evening, one can find but little argu- 


If one studies care- 


ment, assuming the theory of abdominal contusion to 
be correct, to classify any of these cases as real trau- 
matic appendicitis. It was Dr. Bulkley’s opinion that 
development of appendicitis hours or days following 
abdominal trauma was purely fortuitous. 

Dr. J. H. RISHMILLER stated that it was the general 
practice to remove an apparently normal appendix when 
an intra-abdominal operation had been undertaken for 
a definite pathological entity. When opening the lumen 
one may find animal parasites, especially the Oxyuris 
vermicularis or a fecalith. 

He stated that a hard blow over the right lower ab- 
dominal quadrant may easily light up a fulminating 
inflammation of the vermiform appendix in one who 
previously had considered him- or herself symptom-free 
Physicians are all schooled in the primary etiological 
factors which are the forerunners of appendicitis. In 
other words, one with pinworms or fecal concretions 
has had a definite latent appendicitis. Consequently, 
trauma can be regarded only as an indirect cause and 
not as a direct cause. Dr. Rishmiller stated that trauma 
was coincident with latent appendicitis, resulting in sup- 
puration with all its possible sequences. This, Dr. 
Rishmiller believed, was now the general status of 
opinion of traumatic surgeons towards traumatic ap- 
pendicitis. 

He stated that so far a blow on the neck had not 
been claimed to have been the cause of traumatic ton- 
sillitis nor had a blow on the abdomen, causing intra- 
abdominal contusion, been the forerunner of typhoid 
fever, but nobody knew what effect the rapid progress of 
the times would have on the mental attitude of the pub- 
lic. He had never seen a case of primary trau- 
matic appendicitis. He had had men come to him who 
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thought they had strained the abdominal muscles; they 
had pain over the right lower abdominal quadrant and 
some thought they had a hernia. He said it was some- 
times difficult to persuade them that they had appen- 
dicitis and not a muscular lesion. 

Dr. Rishmiller reported a case of indirect injury that 
occurred in 1910: Two men were riding on an electric 
truck and probably did not know what they were doing, 
due to the fact that they were under the influence of 
Bacchus, being so vivified that they ran into one of 
the “Soo” trains which was going at about thirty miles 
an hour. Both men were pitched forward. One man 
practically whole; the other had a scalp 
wound four inches long on the vertex. He was taken 
to the Swedish Hospital, where Dr. Rishmiller examined 
him for fracture of the skull, but could detect none. 
He sewed up the scalp wound, put the patient to bed 
and kept close watch of his cranial injury. The patient 
had no other external injury. His temperature, pulse 
and respiration had been taken with the intent of care- 
fully watching his intracranial condition. The patient 
had been fairly comfortable during the night but the 
next morning, following a soapsuds enema, he became 
suddenly worse and died, and the question naturally 
arose, What did he die of? The speaker had talked 
with the man about five minutes before he died and 
the patient stated that he had such severe abdominal 
pain that he could not endure it. A partial autopsy 
was done which revealed a rupture of the small in- 
testine. What had been the cause of the rupture of the 
intestine? This condition Dr. Rishmiller had not seen 
in the literature. On the right side, near 
the appendix, all the intestines had been agglutinated by 
chronic adhesions. It was his opinion that from the 
momentum of the patient striking on his head, the 
intestines had been suddenly thrown forward and then 
suddenly stopped, and this produced a rent in the in- 
testine on account of the chronic adhesions, due evi- 
dently to an old lingering appendicitis. Dr. Rishmiller 
stated that very often we have indirect injury to deal 
with and this was one condition in which there was 
absolutely no direct injury to the abdomen. He said 


came out 


mentioned 


that indirect injury was frequently just as enigmatic as 
were subjective symptoms. 

Dr. Wess said that two months ago the question of 
traumatic hyperthyroidism was discussed in this society 
and now it appears that appendicitis is also being in- 


cluded in traumatic surgery. He said that he could 
conceive of traumatic appendicitis if at operation the 
appendix were found lying across the vertebral column 
and injured by being crushed between the spine and 
some hard object. 

Dr. Webb recalled the Bastedo test in which the colon 
was routinely inflated and then suddenly further in- 
flated in suspected chronic appendicitis in order to elicit 
pain in the appendix. He had never seen any ill effects 
from this procedure, which was a routine test a few 
years ago. 

Dr. WILARD WHITE (in closing) said he appreciated 
the discussion and felt that the subject was important 
enough to warrant very careful consideration. He 


realized that bringing up the question of trauma 





231] 


they 
and 
mme- 
pen- 


ctric 
ing, 
e of 
e of 
niles 
man 
scalp 
aken 
lined 
1one. 
. bed 
tient 
pulse 
care- 
itient 
t the 
came 
rally 
alked 
- and 
minal 
topsy 
ll in- 
yf the 
seen 
near 
ed by 
n the 
|, the 
then 
1@ in- 
> evi- 
miller 
» deal 
> was 
said 
itic as 


on of 
ociety 
ng in- 
could 
mn the 
olumn 
e and 


' colon 
er in- 
» elicit 
effects 
a few 


eciated 
ortant 
.: He 


frrauma 


PROCEEDINGS MINNEAPOLIS SURGICAL SOCIETY 461 


to the abdomen and subsequent development of ap- 
pendicitis might furnish occasion for plenty of ar- 
gument in a great many cases but the main purpose 
of this discussion was to call attention to the fact 
that there really is such a thing as traumatic ap- 
pendicitis and the mechanism of its production can be 
easily understood. He mentioned the fact that other 
writers, particularly Luddington, had called attention to 
the fact that confusion about this subject sometimes 
arises concerning what is meant by trauma and trau- 
matic appendicitis. Small foreign bodies within the ap- 
pendix might give an irritation to the mucous mem- 
brane of the appendix and when the appendix is re- 
moved and examined under the microscope the pathol- 
ogist might return a report of foreign body in the 
appendix with production of a traumatic appendicitis, 
whereas from the clinician’s standpoint this would not 
be a traumatic appendicitis. In this article he means 
traumatic appendicitis is an appendicitis which develops 
following an injury to the abdomen in the form of some 
external violence or unusual force or strain being ap- 
plied to the abdomen and, as stated in the main sub- 
stance of the article, this force causes increased press- 
ure in the cecum forcing the material into the appendix. 
Under suitable conditions when this fecal material can- 
not be returned to the cecum and is retained in the 
lumen of the appendix, stasis results with subsequent 
distention of the appendix and interferes with the blood 
supply, so that gangrene of the wall of the appendix 
follows. This is what is meant in this discussion by 
traumatic appendicitis. It is no argument to state that 
many people receive blows on the abdomen and do not 
develop appendicitis as a result, as the condition within 
the appendix has to be suitable so that a definite train 
of events can occur. 


Dr. A. T. MANN presented a case of fracture of the 
clavicle in which there was an auto-graft two inches 
long. It was four months old, and had healed firmly 
with a perfect line for the clavicle. The clavicle was 
slightly increased in size in the region of the fracture 
and the auto-graft, as was to be expected. (Patient 
present. ) 

The fracture at the junction of the middle and 
outer thirds of the clavicle had been received in a foot- 
ball game in which the knee of the opponent had slid 
under the shoulder guard and directly upon the region 
of the clavicle. This had broken the bone and snapped 
out a piece of the clavicle two inches long and almost 
the entire width of the bone, leaving only a thin, curved, 
spear-like projection on the upper margins of the two 
main fragments with the loose two-inch fragment be- 
tween and below them with all of the parts considerably 
displaced. 

At the time of the operation, the loose fragment was 
found entirely detached from all tissue and came out 
of the wound freely into the hand. This fragment was 
the best bone-graft one could have. It would fit into 
the defect after reduction of the displacement and it 
belonged to the patient with all his personal idiosyn- 
crasies of serum and of cellular tissue. So it was used 
as an auto-graft. The bones were “wired” into place 


with forty-day chromic gut. Dressings were applied 
and the shoulders were fastened to a straight splint 
placed dorsally between them. There was firm union 
now at the end of four months and the clavicle is 
smooth and the outline seems practically perfect. 

Dr. Mann stated that three months to four months 
seems to be the time which a bone graft of this size 
takes to be entirely replaced by new bone. He spoke of 
the care with which a bone graft ought to be handled. 

Some small portions of the graft continue to live and 
to help produce bone although most of the graft is 
replaced by bone formation growing into it as it grad- 
ually melts away. For this reason he thought that, 
theoretically at least, a living graft is better than a 
preserved graft, and an auto-graft is better than a piece 
taken from another person or an animal because of the 
identity of its cells and serum reactions. 

In handling a graft at the time of an operation, Dr. 
Mann thought there were two main considerations to 
keep in mind to prevent damage to the graft and loss 
of vitality: first, to put it into surroundings as nearly 
normal as possible, and, second, to prevent its becom- 
ing dry. Both of these can be accomplished by placing 
the graft immediately into normal saline at body tem- 
perature, sometimes, even better, by covering it com- 
pletely under one of the operative flaps until it is used. 

In regard to the method of bone replacement when 
a graft is used, Dr. Mann referred to a series of ex- 
periments made by him in 1915-16 to determine the be- 
havior of auto-grafts of the condyles in knee joints. 
He read one of the conclusions given in the reprint, 
which referred to this question, as follows: “The main 
replacement of the bone in the trabecule seems to take 
place directly from bone cells without the preliminary 
formation of cartilage, and the dead portions of the 
trabecule seem to be absorbed in a line immediately 
adjacent to the new growing bone without the inter- 
vention of special osetoclasts.” 


Dr. R. F. McGanpy read his inaugural thesis en- 

titled “Electrical Burns and Shock.” 
DISCUSSION 

Dr. J. F. Corserr said he would like to ask if there 
is any rule as to the number of hours respiration 
should be kept up in these cases. 

Dr. A. L. HERMAN stated that there is one other 
measure which is of value sometimes in these cases 
and that is subcutaneous injection of oxygen. When 
there is merely paralysis of the respiratory muscles 
quite large amounts of oxygen can be absorbed. The 
oxygen can be filtered through sterile cotton and ad- 
ministered just as one would give normal salt solution. 
It is very readily absorbed and may tide the patient 
over the period of respiratory paralysis. 

Dr. MANN asked whether these electrically shocked 
men have a change in their time of development of 
rigor mortis. 

Dr. Wess stated that in a movie shown to the em- 
ployees in the electrified section of the Great Northern 
Railroad the employees are instructed to keep up ar- 
tificial respiration in apparently electrocuted persons 
even after the doctor tells them they may cease. 
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Dr. McGanpy (in closing) said concerning Dr. Cor- 
bett’s discussion that power companies have spent tre- 
mendous sums of money in order to reduce mortality 
rates in electrical accidents. Every man is taught the 
prone pressure method of artificial respiration. This 
teaching is not merely a lecture course, but every man 
is required to actually demonstrate prone pressure on 
his fellow employees. The greatest trouble that is en- 
countered in this region is apparently interference by 
physicians who are not thoroughly acquainted with 
electrical shock. They usually stop artificial respiration 
too soon. The employees, on the other hand, are taught 
to continue artificial respiration until rigor mortis sets 
in if breathing does not start sooner. Many cases are 
reported where breathing followed hours of artificial 
respiration. 

Concerning the subcutaneous injection of oxygen, 
Dr. McGandy stated that while it is a good measure 
its use is impractical. In the first place, to secure the 
best results it should be started and used immediately, 
which means that the apparatus should be in the hands 
of many employees. In the second place, no employee 
would know how to use it properly, it being a purely 
medical measure. On the other hand, in large institu- 
tions where a doctor is in constant attendance, it is a 
practical measure. 

Concerning the change in time of rigor mortis, Dr. 
McGandy stated that in his review of the literature 
this question was not answered. 


The meeting adjourned. 
H. O. McPueeters, M.D., Secretary. 





WHAT ONE NEWSPAPER DID TO PROTECT 
THE PUBLIC AGAINST CHARLATANS 
Last July, the Philadelphia Record started to look 
into the problem of medical quackery and published 
a most interesting and enlightening series under the 
general title “Bootlegging the Healing Arts.” The 
Record called for no help from the medical profession, 
either locally or nationally. The Record reports that 
thirty-seven cases were brought up with thirty-five con- 
victions. (Jour. A. M. A., March 14, 1931, p. 883.) 





CONSULTATION BUREAU 


(Continued from Page 451) 
number, no demonstrable organic change can be 
found (even after an autopsy), and it is neces- 


sary to write down “that the cause of death is 
undetermined.” 

4. Question—I have a patient who develops a small, 
tender swelling in the right axilla with nearly 
every menstrual period. There is a small, pal- 
pable lump in the intermenstrual interval, but 
tenderness seems to go away when menstruation 
is over. What is the condition? 

Answer.—The usual cause of tender painful swell- 
ings in the axilla in connection with menstrua- 
tion are nodules of supernumerary breast tissue. 
The treatment is removal of the mass. Such 
masses may be the seat of any disease common 
to the breast (cyst and tumor). As a general 
rule, they are no more apt to become malignant 
than similar breast tissue in the usual location. 
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PROCEEDINGS OF THE MINNE- 
APOLIS CLINICAL CLUB 


Meeting of February 12, 1931 


The regular monthly meeting of the Minneapolis 
Clinical Club was held in the Hennepin County Medical 
Society Lounge in the Medical Arts Building on Thurs- 
day evening, February 12, 1931. Dinner was served 
in the Auditorium at 6 o’clock and the meeting was 
called to order by the President, Dr. Moses Barron, 
at 7 o’clock. There were 20 members present. 

Minutes of the January meeting were read and ap- 
proved. 

The Secretary read the Annual Report of the Treas- 
urer, which was accepted and placed on file. 

Upon ballot the following officers were elected for 
the ensuing year: President, Dr. F. H. K. Schaaf; 
vice president, Dr. A. H. Beard; secretary-treasurer, 
Dr. H. B. Dornblaser (reélected). 

The scientific program of the evening was as fol- 
lows: 

Dr. S. R. MAXEINER reported a case and showed 
specimen of a “Mucocele of the Appendix.” 

The patient, John R., 71 years of age, male, married, 
and by occupation retired, was first examined by us 
on February 7, 1931. 

He had had no previous illnesses except frequent 
colds. Fifteen years ago he fell and developed a rup- 
ture, but had had no operation. One year ago an 
X-ray was taken for the present complaint, and this 
was negative. There was no history of tuberculosis in 
the family. The patient’s wife had died of cancer; 
there were five children. 

His present complaint was a painless movable tumor 
in the right abdomen. Four or five years ago the pa- 
tient first noticed a small tumor in the right abdomen 
which seemed to be elusive and could be felt in dif- 
ferent areas but was painless and small. During the 
past two years the tumor has progressively become 
larger and a little sensitive on deep pressure. There 
had been no loss in weight nor any gastrointestinal 
disturbances. The bowels moved once a day regularly 
without a cathartic, and there was no blood in the 
stools. The only complaint was nocturia two or three 
times a night occasionally; no frequency, but there was 
a great deal of difficulty in starting the stream at times. 
There was no hematuria; no chills or fever. 

The physical examination showed a well-nourished 
male, 71 years of age, who did not appear acutely ill. 
Temperature, pulse and respiration were normal; blood 
pressure 110/50. The examination was negative ex- 
cept for the following: The throat was reddened, with 
tonsils present. Extremities were normal except for a 
large lipoma over the right thigh. Rectal examination 
revealed a very large prostate, hard and very smooth. 
There was no tumor mass in the rectum and the mass 
which was palpated in the abdomen could not be felt 
through the rectum. 

There was a rounded tumor mass about 5 inches in 
diameter which was palpable in the right lower quad- 
rant and freely movable from the kidney region down 
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to the pubis. It was only slightly tender on palpation 
and elicited the consistency of encapsulated fluid. The 
second day after the patient’s entrance into the hospital, 
abdominal palpation revealed no abdominal mass. It 


Fig. 1. Shows the colon partially filled with barium, a pyel- 
ogram of the right kidney with an opaque catheter in the ureter. 
The tumor is displaced downward and held by the operator’s 
fingers (a). In this manner a tumor of the kidney could be 
definitely ruled out as three of the operator’s fingers can be 
seen above the tumor and below the kidney. 


was only by changing the patient’s position and per- 
mitting the mass to gravitate out of the pelvis that it 
could again be palpated. No other tumor masses were 
palpable. The organs were not palpable. 

The patient was admitted to the hospital on February 
8, 1931. The report of the X-rays taken February 9th 
is as follows: “A barium enema was administered 
under fluoroscopic control. The solution passes all the 
way into the terminal ileum. There is no evidence of 
growth, filling defect nor any displacement of the colon 
from the mass within the abdomen. Conclusions: No 
evidence of pathology of the colon and no evidence of 
displacement of the colon by the intra-abdominal mass.” 

On February 10, 1931, on account of the history of 
difficulty in starting stream, the finding of an enlarged 
prostate and a great deal of pus in the urine, and in 
spite of Uroselectan, it was deemed advisable to do a 
kidney examination. Cystoscopy revealed a very large 
prostate with a moderate degree of cystitis. Both 
ureteral openings were normal. Specimens from each 
side revealed only a few pus cells. A pyelogram of the 
right kidney was made, using 7 c.c. of 30 per cent solu- 
tion of sodium iodide. Report: “A pyelogram was 
made of the right kidney. This shows no defect in 
the pelvis or calices. Conclusions: Normal right 
pyelogram.” 


The preoperative differential diagnosis rested between 
chylous cysts, enteric cysts, intraperitoneal cysts of 
nephritic origin, and dermoid cysts or teratoids as 
classified by Ewing. A cyst in this instance might have 


Fig. 2. Mucocele of the appendix. At the end is the ligated 
base of the appendix; in the midportion the ligated mesoap- 
pendix. The mesoappendix can be seen to run along the supe- 
rior surface. 


Fig. 3. A side view of the tumor showing the enormous 
dilatation that had taken place, and the extremely thin wall is 
suggested by the whitish area. The tied off mesoappendix is 
designated by the arrow. 


involved the peritoneum, the mesentery, or the omen- 
tum. 

Operation: Under local anesthesia through a right 
rectus incision, the abdomen was opened and a large 
white tumor resembling in appearance an ovarian cyst 
was found to lie within the pelvis. The mass was 
delivered and adhesions between it and the ileum, 
cecum and omentum were separated and, after a very 
careful check, the tumor was found to be attached to 
the cecum by a small stem and to have a mesentery so 
that the mass was immediately recognized as an enor- 
mously dilated appendix. The mesoappendix was 
clamped and tied and the base treated in the usual 
manner for an appendix. The abdomen was closed 
without drainage and the patient made an uneventful 
recovery. 

Pathological report: Section from mucocele of ap- 
pendix: “The walls of the appendix are much thinned 
out. Muscle layers are indistinct and show a hyaline- 
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like degeneration. 
lium. There is 


It is lined with a columnar epithe- 
some infiltration with lymphocytes, 
some plasma cells and eosinophiles.” 

The gross specimen measured 5 inches in length and 
3 inches in thickness. 


DISCUSSION 


Dr. R. G. Attison: The mass was freely movable 
and was moved with the bowel. We felt, as Dr. Max- 
einer did, that it was probably a mesenteric or omental 
cyst. 

Dr. Moses Barron: I have seen two other speci- 
mens just like this one. The specimen is typical of 
mucocele of the appendix. The lumen of the appendix 
is markedly distended and the wall very much thinned. 
It contains a mucoid substance and might be considered 
a retention cyst of the appendix. 

Dr. Attison: I would like to ask just what is the 
difference between a mucocele and a cyst? 

Dr. W. E. Camp: I think they are essentially the 
same; the mucoceles I have seen are simply cysts with 
very thin walls. 


Dr. C. A. McKINLay reported a “Case of Pulmonary 
Abscess Following Tonsillectomy, Terminating in Fatal 
Hemoptysis.”. (To be published in the Journal- 
Lancet.) 


DISCUSSION 


Dr. A. H. Bearp: I think Dr. Camp had a case 
similar to this, where the sinuses were involved and 
the patient had an the chest. Tubercle 
bacilli were not found in the sputum but rest in bed 
for a period of a month or two cleared the condition. 
Local anesthesia was used in that case. 

Dr. W. E. Camp: That was an acute sinus case. 
The patient had an acute posterior ethmoiditis and 
sphenoiditis. The antrum was irrigated, but found 
clear. We went into the posterior ethmoid and sphe- 
noid and found thick creamy pus in both. The patient 
got along very well for five or six days, then developed 
an abscess in the right lung that manifested itself by 
a large frank hemorrhage. The abscess drained well, 
and healed without further trouble. After leaving the 
hospital the patient developed a paralysis of the ex- 
ternal rectus of the right eye. This disappeared grad- 
ually, and she has been well ever since. 

Dr. F. W. Witticu: I saw one case like this about 
five years ago, of a dentist’s wife who had almost a 
parallel history. She had a tonsillectomy under local 


abscess in 


anesthesia and developed a pulmonary abscess with re-— 


peated profuse hemoptysis, dying from a hemorrhage. 
I am inclined to think that these cases are not due to 
direct aspiration under local anesthesia but that they 
are mostly blood-borne affairs. I would like to raise 
that question whether any other members have had 
any evidence on the subject. Where the suppuration 
is quite extensive hemoptysis may be very sudden and 
fatal. 

Dr. F. H. K. Scuaar: In favor of Dr. Wittich’s 
suggestion that these cases may be blood-borne, I can 
cite one case which occurred at the University Hospital. 
This boy had had a sore throat but no operation. A 
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few days later he had a profuse hemoptysis and sulse- 
quent lung abscess. He recovered. 

Dr. KENNETH PHELPs: I would like to report the 
case of a child who had tonsillectomy under general 
anesthesia and later developed some trouble in the 
chest. It was several weeks before a diagnosis was 
made. The child had had a tooth knocked out and the 
trouble was due to this foreign body in the lung. It 
resulted in gangrene of the lung. 
not save the child’s life. 

Dr. Moses Barron: I do not believe that it has 
yet been settled whether the lung infections following 
tonsillectomy are due to aspiration or are blood-borne. 
Pathologically it is difficult to decide. If the infection 
is blood-borne, why is it that the abscess is generally 
single and not multiple? It may be from a small mass 
of material in the tonsil. The difference between the 
two conditions is that in the case of a caseous gland 
which ruptures into a bronchus it keeps feeding the 
bronchus for a considerable period of time, while in 
the case of a tonsil it does this only momentarily. The 
caseous gland consists of a mass of necrotic tissue sur- 
rounded by a wall of tuberculous granulation tissue. 
This tuberculous granulation tissue contains the infect- 
ing material and will continue throwing off the bacilli 
long after the first rupture takes place. This is why 
one can get a bronchogenic pneumonia from a ruptured 
caseating lymph node. In the case of a tonsil, the 
condition is entirely different. The infecting material 
is given off only momentarily and abruptly. For that 
reason even if it spreads into the bronchi the abscess 
would be only a single one. 

Dr. C. A. McKiniay: It is not so much to be 
wondered at that pulmonary and pleural suppurations 
occasionally follow tonsillectomy, but that they do not 
occur more frequently. For under either local or gen- 
eral anesthesia aspiration of material from the throat 
may occur unless, and even if, all possible precautions 
are taken in regard to the position of the patient, to 
the clearing of blood and mucus from the throat, and 
to the degree of tissue infiltration or of general anes- 
thesia. 


Bronchoscopy did 


Dr. Moses Barron (in closing the meeting): I cer- 
tainly wish to thank all the members of the Society for 
the honor and privilege of being president of this or- 
ganization during the past year. It has been a distinct 
pleasure to occupy the office this year because of the 
support from all the members. I think that 
the great features of this organization is 


one of 
the fact 
that we come together here for sociability as well as 
for carrying on discussions in clinical medicine, and 
the trend has been that the’ better we are acquainted 
with one another the better we get along. The present 
group of officers is turning over the organization to the 
new officers in very good condition, both from the 
social and the financial standpoint. The financial re- 
port this evening quite surprised me. We undertook 
several things this year which involved considerable 
expenditure of money and yet we end the year with 
a good balance in our treasury. The excellent support 
from the members has resulted in properly fostering 
good fellowship as well as a better understanding of 
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scientific medicine. I wish again to thank you for the 
confidence you had in me in electing me your Presi- 
dent. 

And now as to my paper this evening, since the dis- 
cussion on Nephritis is rather a long one, and since it 
is nearly time to close the meeting, I think it would 
be better to postpone this paper until the next meeting. 
(Wpon vote, a motion was carried that the paper by 
Dr. Barron on “Present Day Conception of Nephritis 
and Its Treatment” be carried over to the next meet- 
ing. ) 

The meeting adjourned. 

H. B. Dornpiaser, M.D., Secretary. 





Meeting of March 12, 1931 


The regular monthly meeting of the Minneapolis 
Clinical Club was held in the Hennepin County Medi- 
cal Society Lounge on Thursday evening, March 12, 
1931. The meeting was called to order about 7:15 by 
the President, Dr. F. H. K. Schaaf. There were 22 
members present. 

Following a short business meeting, the 
scientific program was given. 

Dr. Witt1AM P. Hersst (by invitation) read a pa- 
per, illustrated with lantern slides, on “The Motility 
of the Upper Urinary Tract,” and a study of the va- 
rious functional disturbances of motility which open 
up a new field for the surgical treatment of various 
painful renal and urinary syndromes. 

ABSTRACT OF DR. HERBST’S PAPER 

Adequate drainage of the urinary tract, which is de- 
pendent mainly upon its motility, is, outside of excre- 
tion, the most important phase of the physiology of 
this tract. This tract has an inherent control mech- 
anism which functions satisfactorily when severed 
from its connection with the central nervous system. 
This applies to its excretory function as well. 

We have accurate knowledge of the action of cer- 
tain drugs on the motility of the urinary tract gained 
from direct fluoroscopic observation. The usual uro- 
gram is a composite picture of multiple superimposed 
phases of motility. 


following 


Intravenous urography, when satisfactory, produces 
a picture not influenced by the over-distention nor in- 
complete filling incident to ureteral catheter injection. 
We have available a method of examination in pye- 
loscopy (fluoroscopic visualization of the motility of 
the urinary tract) that is relatively as satisfactory as 
fluoroscopic examination of the esophagus, stomach, 
small intestine, and colon, which makes possible the 
recognition of abnormal neurogenic functional mecha- 
nisms corresponding to such conditions as cardiospasm, 
spastic colon, Hirschsprung’s disease, auricular fibrilla- 
tion, and all types of obstructive pathology. 

Eserine appears to offer relief in conditions of mild 
and transient pain due to certain of the functional dis- 
turbances in motility secondary to abnormal sympathet- 
ic influence. 

There lie before us surgical procedures which prom- 
ise much for the relief of very distressing types of 
renal and ureteral pain and various accompanying func- 


tional motility disturbances; also certain cases of 
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chronic glomerular nephritis which are not making sat- 
isfactory progress under medical supervision and ther- 
apy. We have an explanation of the diametrically op- 
posed views on the proper treatment of nephroptosis 
and the so-called ureteral strictures. 

A number of slides were shown illustrating the 
mechanism of the motility of the urinary tract and 
also from a number of cases which were diagnosed as 
having definite functional motility disturbances of the 
upper urinary tract, with the diagnostic and therapeu- 
tic data. 


Dr. Moses Barron then gave his Presidential Ad- 
dress, entitled, “The Present-day Conception of Ne- 
phritis.” 

ABSTRACT OF PRESIDENT’S ADDRESS 


There is a great deal yet to be learned in regard to 
nephritis, but the recent work on this disease has clari- 
fied many of the complicated problems. 

The term “nephritis” is used to designate that condi- 
tion in which the glomeruli are quite generally in- 
volved throughout the kidney, the so-called glomerulo- 
nephritis. (Slides were shown to present the relation- 
ship between the diffuse glomerular nephritis and other 
kidney lesions.) In a general way the classification 


_ subdivided kidney affections into: 


1. Benign albuminurias 
Nephroses 
Malignant hypertension 

. Senile arteriosclerotic kidney 

5. Nephritides 

Under the last subdivision was included, as a fur- 
ther subdivision, the diffuse glomerulo-nephritis. 

The etiology of the disease is uncertain. According 
to Volhard the true hypertensions may be subdivided 
into the “red” hypertension or the so-called essential 
hypertension, and the “pale” hypertension of nephritis. 
His concept as to the pathogenesis of the latter is that 
there is a general systemic arteriolar and perhaps cap- 
illary constriction in which the glomerular capillaries 
and arterioles necessarily take part. The early change 
is a spasm of the arterioles with ischemia of the func- 
tional glomerular elements. The substance causing the 
constriction supposedly circulates in the blood, at first 
originating in the toxins of some infection in the throat 
or other parts of the body; later the constricting sub- 
stance is elaborated in the kidney. According to Dr. 
Bell, the changes in the glomeruli are also brought 
about by an infection, but the glomerular changes are 
due to the direct effect of the bacteria and their toxins. 
He shows the presence of leukocytes and the prolifera- 
tion of the endothelial cells as well as the epithelial 
cells in the glomeruli to substantiate his theory. 

But whatever the original cause, the progress of the 
disease results in a gradual increase of fibrils and cel- 
lular elements and finally connective tissue in the 
glomeruli, with a gradual closing off of the capillaries 
and consequently a progressive ischemia. This finally 
goes on to kidney insufficiency. 

The best tests for kidney insufficiency are the con- 
centration and dilution tests. The former shows the 
functional ability of the kidney to concentrate the urine 
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over and above the molecular concentration of the de- 
proteinized serum. In the advanced stages of kidney 
insufficiency, this ability is lost and the urine maintains 
a constant specific gravity of 1.010, which is that of 
the de-proteinized serum. This is known as isothenu- 
ria. The normal kidney can concentrate at least to a 
minimum of 1.025, and usually higher. The importance 
of this ability to concentrate lies in the fact that the 
present-day concept of renal function (Cushney, Rich- 
ards) assumes that the urine as elaborated in the glo- 
merular spaces is a simple filtrate of de-proteinized se- 
rum. This urine, serum minus the colloids, is concen- 
trated in passing through the convoluted tubules by the 
resorption of water (and certain threshold substances 
such as glucose). This ability to concentrate is appar- 
ently decreased through the progressive loss of the 
functioning ability of an increasing number of the se- 
cretory elements—the glomeruli with their tubules. 

The next stage of kidney insufficiency is when it is 
unable to dilute. The normal kidney can dilute the 
urine, following the ingestion of 1,000 to 1,500 cc. of 
water, to as low as 1.002 or even 1.001. Later the prod- 
ucts of metabolism may be retained in the blood serum 
as is revealed by the blood chemistry. 

The edema which may accompany the nephritis is not 
directly renal in origin, but may be considered as extra- 
renal. 

The acute stage of nephritis may go on to recovery 
with complete restitution, or to death either from car- 
diac decompensation, uremia, or secondary infections. 
Some cases go on to chronicity and then may become 
either subacute, subchronic, chronic, or recurrent. Re- 
covery after one year’s duration of the nephritis is 
rare; after two years, practically never. 

The treatment during the acute stages is to limit the 
fluid intake according to the patient’s ability to ex- 
crete, restricting the protein intake to 20 or 40 grams 
a day, and to give a high carbohydrate diet rich in 
fruits and vegetables, salt intake to be limited to ob- 
viate edema. The three-day starvation diet of Volhard 
may be tried, followed by his so-called “Wasserstoss.” 
One must be careful in using the latter procedure. 
Diuretics are of very little importance. 

A number of charts were shown to illustrate the nor- 
mal structure of the glomerulus as well as the patho- 
logical one in nephritis. A large series of very beau- 
tiful photomicrographs taken from glomerular nephri- 
tis in various stages were shown. These were obtained 
through the kindness of Dr. E. T. Bell, of the Depart- 
ment of Pathology of the University of Minnesota. 


There was no discussion of either paper. 
The meeting adjourned. 


H. BricHt Dornsiaser, M.D., Secretary. 





“A train of thought may die away without any rec- 
ognizable external result of any kind. When Archim- 
edes invented his test of specific gravity, he ran into 
the street and shouted; but in the preceding twelve 
months he must have done a good deal of thinking 
that left his muscles passive.”—Graham Wallas. 
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Abstracts to be submitted to Section Supervisors. 





Members are urged to abstract valuable articles which 
they run across in their reading and send the abstracts 
to the physicians in charge of the respective sections. In 
order to avoid duplication it would be well to communi- 
cate with one of the section supervisors before the 
article is abstracted. 
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EYE, EAR, NOSE AND THROAT 


MYOPIA FROM THE POINT OF VIEW OF 
HEREDITY. Ejler Holm, Acta Ophthalmologica, 
Vol. III, Fasc. 4, Pages 335-347. It has long been 
known that heredity plays an important réle in the 
etiology of myopia. In order to determine the rela- 
tionship of heredity to myopia, Jablonski in 1922 stud- 
ied the difference of refraction in twins of the same 
sex (some were unioval, the others were not). In the 
unioval twins in whom the hereditary influences could 
be considered equal, the difference of refraction was 
not more than two diopters. However, this does not 
indicate that external influences can not affect refrac- 
tion more than two diopters, as his material was too 
limited. Only two cases of myopia were included in 
Jablonski’s work. 

Tscherning first pointed out that there was a possi- 
bility of two kinds of myopia. The first depends on 
near work and does not exceed six diopters; the sec- 
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ond depends on hereditary factors and is over nine 
diopters. Reading myopia, however, is probably de- 
pendent on hereditary factors which are present in 
non-readers to an equal extent as in readers, but 
which are manifested more frequently in the readers. 

Jablonski in his study of pedigree arrived at the 
conclusion that myopia is a recessive hereditary affec- 
tion. His work was done on patients who were largely 
non-readers, therefore his results cannot be consid- 
ered as a support of the assumption that myopia is 
always a purely hereditary affection independent of 
near work and other external conditions. 

Very little attention has been given to reading- 
myopia from the standpoint of heredity. In a series 
of case reports the author attempts to show that read- 
ing-myopia depends upon heredity. The author be- 
lieves that the hereditary factors for reading-myopia 
as well as the other type not dependent on reading 
should be the same. There may be a whole series of 
multiple specific hereditary factors for myopia so that 
a single one of them may be able to produce myopia 
under external conditions which are favorable to its 
development; while, if a greater number are present, 
myopia may occur irrespective of external circum- 
stances. Thus, myopia occurs more frequently in 
families whose members read much and less frequently 
in families whose members do not read much. 


JAMES BRUSEGARD. 





USE OF INSULIN IN POST-OPERATIVE MAS- 
TOIDITIS. Matthew S. Ersner, M.D., and Joel J. 
Pressman, M.D. (Ann. of Otol., Rhinol. and Otolaryn- 
gol, Volume XXXIX, December, . 1930, Number 4). 
This article discusses briefly the rationale and the re- 
sults of the use of insulin in the post-operative treat- 
ment of acute mastoiditis. In this series of cases none 
were diabetic, but all showed a greater or lesser degree 
of debilitation, with poor tissue repair and a prolonged 
period of healing. Poor appetite and nutrition were 
invariably present. It is the belief of the authors that 
graded administration of insulin greatly improves 
metabolism, increases appetite and nutrition, and, in 
this way, breaks into the vicious circle of debility and 
prolonged suppuration. 

After the use of insulin, without exception there was 
a marked increase in appetitie, with gain in weight and 
well-being. The wound granulations took on a more 
healthy appearance and repair went forward at a nor- 
mal and satisfactory gait. 

Children were given single daily doses, one-half hour 
before lunch, the initial dose being 3 units, increased 
rapidly to 5 or more. They believe the diet should lean 
more toward fats than carbohydrates, but an ample 
amount of the latter is absolutely essential. 

In this series treatment was not started until the 
seventh post-operative week, at which time there was 
active suppuration and little attempt at healing. 
Drainage decreased rapidly and healing began, hand in 
hand with the improvement in the general condition. 

Their conclusions are as follows: 

1. Many post-operative cases of acute mastoiditis 


are in a generally debilitated state from prolonged 
illness and operative procedure. 

. This state of debilitation often prevents the proper 
healing of wounds. 
Insulin injections have a decidedly tonic effect up- 
on such cases. 
Increased appetite, gain in weight and improve- 
ment in general health result in increased rapidity 
in healing. 

M. W. WHEELER. 





THE MAXILLARY ANTRA’‘ AS FOCI OF IN- 
FECTION. C. B. Williams, M.D., Mineral Wells, 
Texas (Ann. of Otol., Rhinol. and Laryngol., Vol- 
ume XXXIX, December, 1930, No. 4). The author 
first states the objects of his paper, which are two- 
fold: 

1. To present evidence from recent literature and 
case reports from our records supporting the idea 
that maxillary antra commonly act as foci of in- 
fection. 

. To stress the importance of careful routine ex- 
aminations of these regions when searching for the 
cause of conditions which are generally supposed 
to be due to such foci. 


RECENT LITERATURE 


A consideration of recent literature reveals that quite 
an advancement has been made within the past few 
years in our method for determining diseased condi- 
tions of the maxillary antra and that a pronounced ten- 
dency toward conservative treatment of all the naasl 
sinuses, except possibly the antra, is quite apparent. 

The author next gives a group of excerpts and nota- 
tions from recent articles which give an idea of the 
many and varied diseased conditions which are being 
attributed to infected sinuses in general. In this group 
are case reports covering the following diseased condi- 
tions: Myocarditis, chronic bronchitis and perennial 
asthma, retro-bulbar neuritis, chorea, vertigo, headache, 
cough, profuse nasal discharge, eye disturbances, an- 
emia, dizziness, constant cold in nose and discharge, 
foul breath, headaches and trifacial neuralgia. 

The author next reports cases of his own attributed 
to antral infection which include the following condi- 
tions: 1. Persistent corneal ulcer. 2. Facial paraly- 
sis. 3. Tic douloureux. 4. Acute arthritis. 

The author comments that infected antra can be and 
often are responsible for these different diseased con- 
ditions, and that it is certainly important that we make 
it our habit to routinely investigate the antra in every 
case that comes under our care; that patience and skill 
are often required to arrive at a fair conclusion as to 
whether an antrum is infected; that allergy, through 
blocking, should always be kept in mind. 

He summarizes by stating that from different sources 
in recent literature and his personal experience of over 
30 years, evidence is gleaned that any diseased condi- 
tion which may arise from a focus of infection any- 
where in the body can and often does arise from dis- 
eased maxillary sinuses. This being true, the antra 
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should be routinely investigated when searching for 
foci of infection. 

The article is concluded with the mention of a recent 
article by E. M. Anderson (Anderson, E. M., Jour. 
A. M. A., June 14, 1930, p. 1889) of Rochester, Minn. 
The author states, “I mention this article only to ex- 
press my hearty disagreement with its general import. 
Under ‘Summary and Conclusions’ among other things 
Anderson states that ‘suppurative sinusitis may be a 
focus of infection on rare occasions.’ I do not feel 
that this view by any means expresses the consensus 
of opinion of present-day otolaryngologists.” 


Luctan G. CULVER. 





MEDICINE 


TUBERCULOSIS ABSTRACTS* 

What role does calcium play in the healing of tu- 
berculous lesions? Does the deposit of calcium hasten 
the reparative process or does it but replace destroyed 
tissue? No other mineral element has been so thor- 
oughly investigated in tuberculosis research as calcium. 
Attempts to influence the course of tuberculosis by the 
therapeutic use of calcium have repeatedly failed. But 
more recent knowledge about nutrition and heliotherapy 
has revived interest in the subject. Calcium metab- 
olism is undoubtedly influenced by vitamins and by 
certain rays of the solar spectrum. A general review 
of the calcium question should be helpful in evaluating 
the claims and theories of recent writers. The follow- 
ing notes are from the November, 1930, 
American Review of Tuberculosis, in an abstract of a 
paper by R. Monceaux in the Revue Belge de la Tu- 
berculose. 


derived 


CALCIUM EXCHANGE IN PULMONARY TUBERCULOSIS 

Boyer, in 1869, declared that the lung undergoes a 
decalcification in phthisis, but it is chiefly to Ferrier 
that latterly accepted theories are to be credited. Fer- 
rier’s experiments were crude and his evidence was not 
convincing, but he added other arguments that had to 
do with the relation between dental caries and bony 
demineralization, the calcium reserve, and other sug- 
gestive Most French authors contend 
that decalcification begins in the early stages of tuber- 
This they de- 
termined simply by estimating the amount of calcium 
excreted in the urine. Robin gives the normal urine 
calcium as 0.281 gms. per day. 


observations. 


culosis and disappears in advanced cases. 


COMMENT ON DECALCIFICATION THEORY 


To consider only the degree of calcuria is very mis- 
leading for it may vary from 0.16 to 0.69 gms. on an 


identical regimen. In fact, most of the calcium is ordi- 
narily excreted in the feces. The only really scientific 
method of estimate is to determine the calcium balance 
or relation between total intake and output. This has 
been done in tuberculous patients, at rest and on a 
measured ration, and a negative balance was found 
in certain patients in 


whom active disease caused 


"Reprinted from Tuberculosis Abstracts, a review for physi- 
cians issued monthly by the National Tuberculosis Association. 
February, 1931, Vol. IV, No. 2. 
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wasting. In these cases, a dose of 2 gms. calcium ox- 
ide per day was necessary to compensate the loss. Fx- 
cept for these connditions, tuberculous persons behaved 
about normally and consumed daily about 1.5 gms. cal- 
cium oxide. Hence, it was concluded that decalcifica- 
tion is not a specific characteristic of tuberculosis but 
is associated only with denutrition. One investigator 
even found positive balances in a number of tuber- 
culous persons. 

Ferrier declared that dental decalcification went 
hand in hand with body decalcification. Others have 
been unable to confirm this, and Villemin pointed out 
that in rachitic children dental lesions were rare. 

Barkus was unable to determine any loss or any in- 
crease of calcium as cure occurred and in guinea-pig 
experimental tuberculosis could not demonstrate any 
diminution of calcium. Others even found an increase 
in animal necropsies, and some have shown that the 
calcium content of organs varies with the physiological 
state. 

CALCIUM IN THE BLOOD 


Recent studies have been made on the blood calcium. 
Tuberculosis per se causes no lowering of blood cal- 
cium. Hemoptysic patients with prolonged coagulation 
time showed slightly lower concentrations but the dif- 
ferences were slight. The normal variations are from 
9.22 mgm. per 100 c.c. serum to 10.78 mgm. From 120 
to 130 mgm. per litre were found even in cavity and 
bronchopneumonic cases. The tuberculous blood is not 
Moreover, variations, when 
they exist, are dependent on cachexia and alimentary 
insufficiency. 


impoverished in calcium. 


RECALCIFICATION 


In spite of these objections, the dogma has been re- 
iterated that the great curative principle in tuberculosis 
is recalcification. This is carried out (1) by adminis- 
tering calcium phosphate and other salts and (2) by 
instituting a diet regimen. The only demonstrable ad- 
vantage of calcium medication is that it may act fa- 
vorably on the stomach, which often in the tuberculous 
shows hyperchlorhydria. Calcium lactate given by 
mouth does not increase the blood calcium, nor will a 
calcium-rich dietary increase tissue calcium. In fact, 
in the tuberculous, calcium chloride or lactate may even 
increase calcium loss, especially the chloride. The glyc- 
erophosphates and carbonates are not assimilated at 
all and even increase calcium loss. Phosphorus and 
calcium have a certain optimum relation, realized in the 
tuberculous when there is a slight excess of calcium. 
If this is exceeded, there is a tendency to the forma- 
tion of insoluble calcium phopshate, which is eliminated 
by the intestine—therapeutic decalcification. Calcium 
therapy might be useful when there is insufficient ali- 
mentary calcium, as in Germany during the War, but 
metabolic disorders cannot be combated; that is, the 
organism cannot be made to fix calcium. Superfluous 
quantities are rapidly precipitated in the tissues for the 
blood is normally physiologically saturated. 

FIXATION OF CALCIUM 

It was believed that the addition of adrenalin would 

solve the problem, and two workers diminished cal- 
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curia under this regimen. However, these results have 
been questioned and it has been shown that there is 
always a corresponding intestinal debit. Solar ray, ul- 
tra-violet radiation, and Vitamin A have been used but 
without effect. In rickets, only the ultra-violet rays 
and cod liver oil containing Vitamin A protected ani- 
mals, but this condition differs essentially from tuber- 
culosis. 
CALCIFICATION OF TUBERCLES 


Calcium deposits in tubercles have been accepted as 
obvious proof that calcium plays a defensive réle by 
walling off bacilli. However, calcium salts are only 
deposited in necrotic tissue. Calcium does not precede 
nor favor cicatrization of lesions and probably does 
not even arrest the progress of lesions. It is much 
more probable that calcification follows rather than ef- 
fects a cure. In bovine tuberculosis, large quantities 
of calcium are deposited in and about progressive le- 
sions. Also, bony tissue offers no special resistance to 
tuberculous infection. 

Individuals who breathe lime dust all day possess a 
special resistance to tuberculosis. This is incontestable. 
But its action may well be a simple mechanical one, 
simulating sclerosis. 

Calcium salts do not inhibit the development of the 
tubercle bacillus; on the contrary, they often favor 
growth on culture media. Neither has any favorable 
effect been noted in tuberculous animals. 

CONCLUSIONS 

If there is no decalcification, still the tuberculous 
need a littlke more lime than normal persons to main- 
tain a favorable balance. Calcium may stimulate phag- 
ocytosis and certain other favorable reactions. How- 
ever, intensive calcium therapy, on the basis of the 
foregoing work, must be rejected as useless. Nature 
furnishes abundant calcium, especially in water, milk, 
eggs, and legumes. The best alimentary medium is 
milk, of which 0.5 litre per day, with leguminous ‘purees 
or eggs, suffices. Articles which tend to precipitate 
calcium in the form of oxalates—rhubarb, sorrel, cocoa, 
endive—should be avoided. If in the presence of food 
rich in calcium it is not assimilated, the organism is at 
fault physiologically. This is often the case in tuber- 
culosis, especially when oxidation is impaired, with a 
resultant tendency to humoral acidity. In such cases, 
phosphoric acid may be given, which indirectly favors 
retention of calcium. The biphosphates and lactophos- 
phates can also be used. 

Basic FEEDING IN TUBERCULOSIS 

Mayer and Kugelman, in a preliminary report on 
“Basic (Vitamin) Feeding in Tuberculosis,” Journal of 
the American Medical Association, December 14, 1929, 
attempt to evaluate the special dietary regimen for tu- 
berculous patients advocated by Sauerbruch and Ger- 
son. They declare that dogmatic statements are not 
not yet warranted but admit that the favorable results 
observed in about one-third of the patients studied may 
perhaps be attributed to the effect of the dietary. 

The authors maintain that the special dietary is an 
alkali-forming one and not acid-forming as the Ger- 
mans contend. Experimental studies on the effect of 


acid and base-forming dietaries in rats show that ani- 
mals on the base-forming dietary throve to a maxi- 
mum degree, grew rapidly, and were more active than 
those on the acid-forming diet. Similar studies on 
patients showed that the acid-base equilibrium shifted 
toward the basic side on base-forming diet. They be- 
lieved that the inorganic constituents and the vitamins 
are the favorable factors and that the vitamins are the 
more important. The absorption and utilization of min- 
erals depend on the vitamins present in the alimentary 
tract. 





DEVELOPMENT IN THE PROBLEM OF 
ARTHRITIS: Ralph Pemberton, Philadelphia (Jour. 
of the A. M. A., January 3, 1931). The medical pro- 
fession has not seriously regarded the problem of 
arthritis even though it involves a large percentage 
of the population. However, the profession is coming 
to recognize the two main types of the disease, namely 
the atrophic and hypertrophic, and to give varying em- 
phasis to the etiologic and therapeutic factors bearing 
upon them. In Europe today there is a large move- 
ment for the study and treatment of this disease, and 
cooperating with this movement is the American Com- 
mittee for the Control of Rheumatism. Dr. Pember- 
ton stresses the fact that arthritis is a systemic disease ; 
that the background for it is often hereditary; that 
certain types of persons are most frequently attacked; 
and that there are prodromes that enable one to rec- 
ognize susceptible individuals and often prevent the 
disease, especially perhaps in the atrophic type. The 
problem of infection, of which so much has been heard 
in recent years, seems to be in many cases only the 
precipitating agent, and sometimes rather frequently 
focal infection is the result of the background rather 
than the cause of it. 

Physicians are paying more attention to the ques- 
tion of a disturbance of the finer blood supply to the 
various parts of the body, and which bears a definite 
relationship to both types of arthritis. Definite proof 
of this conclusion is to be found in studies of the 
blood gases, study of the rapidity with which the cir- 
culation in arthritic patients takes care of substances 
absorbed into it from the digestive tract, and in the 
study of the blood count in the blood first issuing from 
the capillary beds at the periphery in the arthritic 
subject. Studies of the surface temperature of arthrit- 
ics show that they have a lower peripheral tempera- 
ture because of the decreased blood flow in the tissues 
concerned. The capillary bed appears to be immobile 
and in a state resembling vasoconstriction. This is 
probably the explanation of the added discomfort ex- 
pressed by arthritic patients from changes in the 
weather. 

He again stresses the fact that it is a variety of 
factors which contribute to bring about the disease and 
that no agency or organism is recognized as the single 
cause of it; and that attacking this problem with any 
drug or any vaccine alone is too often like firing at 
the head above the ramparts instead of the fortifica- 
tion itself. It is the opinion of most of the American 
Committee for the control of this. disease that the 
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physician must focus his attention on the disease as 
a whole rather than focusing it on any one factor, 
whether it be mechanical, bacteriologic or nutritional. 

Even irregular practitioners have begun to treat this 
disease with a breadth of view that some of the lead- 
ers of medicine do not entertain, and “is the medical 
profession to allow to be repeated here the experience 
in the field of physical therapy, in which the laymen 
and the quacks almost alone kept alive therapeutic 
principles rediscovered fifty years later by orthodox 
medicine ?” 

RicHArp Barpon, M.D. 





PEDIATRICS 


FACTORS INVOLVED IN COMBATING THE 
“HUNGER STRIKE” IN CHILDREN: William 
Palmer Lucas, M.D., and Helen Brenton Pryor, M.D., 
San Francisco (Amer. Jour. of Diseases of Children, 
Vol. 41, No. 2, February, 1931). The main complaint 
of anorexia presented by the 110 children was accom- 
panied by constipation in forty-six cases and by indi- 
gestion, abdominal pain or vomiting in eighteen cases; 
thirty-six suffered from styes, boils and frequent in- 
fections; sixty-two were underweight, and forty-one 
of these were described as overactive or highstrung, 
easily fatigued and irritable. Extremely high rates of 
basal metabolism accompany and possibly explain the 
nervous type of overactivity which results in this 
fatigue and irritability. Psychologic examinations of 
a number of this group indicated intelligence higher 
than the average. 

Enforcing abundant rest is effective in overcoming 
problems of behavior as well as important in the treat- 
ment for anorexia. Our regimen of rest provided for 
breakfast in bed, getting up at 10 A. M., being out of 
doors in the sunshine if possible until noon, a nap from 
1 to 3 P. M. and going to bed at 7 P. M. 

Functional versus organic types of anorexia have 
been discussed by Bartlett, Schlutz, Carlson, and 
others. The deleterious effect on the appetite of a high 
proportion of fat in the diet has been well described 
by Aldrich, who said that all foods rich in fat pass out 
of the stomach slowly, and that “The stomach tends 
to be low and to empty slowly in all patients with poor 
muscular development, especially in those of slender 
type.” Poor appetite in itself causes a decrease in the 
secretion of gastric juice, and therefore may delay the 
digestion and emptying time of the stomach. 

McLean and Fales have pointed out that “the thin 
underweight child requires considerably more food 
than the normal allowance.” Conversely, the fat child 
requires less than the normal because of lowered basal 
metabolism, and because of diminished needs for body 
building. The author’s experience leads him to agree 
with Garland, Aldrich and others that milk should be 
eliminated from the diet or be greatly reduced in 
amount, as a first step in dealing with anorexia. The 
author substituted a quart of fruit juices for the 
usually accepted quart of milk. 

In the 110 cases of anorexia reported, the author 
has had good results after from six weeks to three 
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months on diets of low residue, low fat and high vita- 
min content, or on diets of low fat, low starch and 
high vitamin content, combined with a regimen of rest 
and special therapy indicated. 

Body measurements established the fact that 82 per 
cent of 110 children complaining of anorexia, had the 
linear type of build. 

Obstinate constipation had a high correlation with 
poor nutrition in the linear type in this series. 

Diets high in fat content commonly fed to under- 
weight children are contraindicated for subjects of the 
linear type. 

Children of the linear type should be given diets 
with a low fat content. 

The substitution of one quart of fruit juices for 
the one quart of milk a day usually prescribed has a 
stimulating effect on the appetite. 

A diet of low residue successfully combats persistent 
constipation associated with mild distention of the 
colon. 


R. N. Anprews, M.D. 





LOW FAT HIGH STARCH EVAPORATED 
MILK FEEDING FOR THE MARASMIC BABY. 
John Howell West, M.D., Easton, Pa. Arch. of Ped., 
Vol. XLVIII, No. 3, March, 1931. 

The most difficult feeding problems encountered by 
the pediatrician in the care of the artificially nurtured 
infant are probably found in the so-called marasmic 
group. These babies suffer from a severe form of 
malnutrition, designated by Finkelstein as the state of 
decomposition. 

Nobecourt thinks that there is marked intolerance 
for fat, while Grulee suspects that the sugar element 
is at fault, as many of these babies have been fed on 
sweetened condensed milk. Pacchioni believes that 
there is a deficient functional activity of the body 
cells themselves which prevents adequate assimilation. 
Finkelstein, in 1922, advanced the theory that cow’s 
milk causes an injury to the intermediary metabolism. 
Suffice to say that there is an apparent intolerance for 
fat and soluble carbohydrates with an almost complete 
lack of the assimilative function. 

His feeding problem, it appears, is to supply a read- 
ily digestible high caloric type of feeding with a low 
fat and sugar content. Modified unsweetened evapo- 
rated milk furnishes such a food. Evaporated milk is 
practically a double strength whole cow’s milk. Its 
virtue lies in the homogenization of its fat with result- 
ing breaking up of the large fat globules of plain cow’s 
milk into tiny droplets resembling the fat of human 
milk. A very important argument in favor of this type 
of feeding, and one not sufficiently stressed, is the fact 


. that evaporated milk may be fed and digested in much 


stronger dilutions than plain cow’s milk, and so pro- 
vides the additional calories frequently required to put 
the baby “over the top” nutritionally. By dilution the 
fat and soluble carbohydrate content may be reduced 
to the desired low percentage, and the caloric value 
may be increased to any desired point by the addition 
of protein in the form of calcium caseinate and starch 
in the form of baked wheat or barley flour. 
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The marasmic infant is frequently started upon a 
formula containing four ounces of evaporated milk in 
a 32-ounce formula. In order to increase the calories 
of the mixture, however, as well as the protein per- 
centage, one ounce (three heaping tablespoonfuls) of 
calcium caseinate is added which increases the protein 
content to 3.8 per cent., approximating that of Finkel- 
stein’s original protein milk. The carbohydrate is in- 
creased four and one-half per cent by adding one and 
one-half ounces (three rounded tablespoonfuls) of 
baked wheat or barley flour. As the baby thrives, the 
fat is cautiously increased by adding one-half ounce 
of milk and removing a similar quantity of water from 
the mixture. The sugar of choice has been lactose be- 
cause of its pronounced effectiveness in increasing cal- 
cium absorption, and also for the reason that it favors 
the development of excellent tissue turgor. As the 
weight curve goes up, one-half ounce (one rounded 
tablespoonful, 60 calories) of lactose may be added, 
removing the same amount of flour. As the tol- 
erance for sugar improves, the lactose is gradually in- 
creased to one and one-half ounces (three rounded 
tablespoonfuls). The resistance to infection while on 
this feeding plan appeared excellent. 

The marasmic baby is usually intolerant to fats and 
sugars, and for this reason does not do well on the 
ordinary raw or cooked cow’s milk dilutions with sol- 
uble carbohydrate additions. A very digestible high 
caloric type of feeding is essential. The easily di- 
gested unsweetened evaporated milk with additions of 
calcium caseinate and starch has been found to sat- 
isfactorily fulfill these requirements. 

R. N. Anprews, M.D. 





ROENTGENOGRAPHIC RE-EXAMINATION OF 
CHESTS OF CHILDREN AFTER MEASLES. Jer- 
ome L. Kohn, M.D., and Henry Kosransky, M.D. 
(Amer. Jour Dis. of Children, March, 1931). Pre- 
vious report had covered roentgenograms of chest in 
130 children during measles eruption. Shadows sug- 
gesting pulmonic infiltration were present in 61 per 
cent, before or during height of the eruption. 

In re-examination in six to ten months, the investi- 
gation covered fifty-six of the above mentioned cases. 
Thirty-two were under 4 years and twenty-four over 
4 years of age. Report included an interval history, 
physical examination and roentgenogram of chest. 

Of the fifty-six children re-examined thirty-four 
had shadows of infiltration during measles eruption. 
Of these only eight now showed slight accentuation of 
the basal markings, a condition not indicative of per- 
manent change. 

“It would seem, therefore, . . . that if the child re- 
covers from a severe case of measles, complicated by 
extensive pulmonary involvement, the chances of resid- 
ual changes in the lungs, such as chronic fibrosis or 
bronchiectasis, is slight.” 

Pleural involvement was fairly frequent—interlobar 
pleuritis being noted in 26 per cent of the cases. Of 
these, about 53 per cent remained as interlobar shadows 
at the time of re-examination, and were found mostly 


in those that previously had pulmonic infiltration in the 
upper or mid lobes. Thickening of the parietal pleural 
commonly noted in the axillary region persisted in 16 
cases to the time of re-examination. 

Seventy per cent showed large homogeneous hilar 
shadows during eruption. The size and density of these 
shadows had diminished in thirty-nine of the fifty-six 
cases on re-examination. 

In only one case of the series was an old tubercu- 
losis aggravated by the measles infection. 

The authors regard the frequency of pleural involve- 
ment to be especially worthy of comment. 

J. G. Lamont, M.D. 





TETANY, GENERALIZED EDEMA AND CER- 
EBRAL COMPRESSION IN THE NEW-BORN. 
W. Ray Shannon, M.D., St. Paul, Minn (Arch. of 
Ped., Vol. XLVIII, No. 3, March, 1931). Tetany, to 
be accurately understood, must be thought of primarily 
as a symptom-complex and not as a disease entity. 
Most important as a means of identifying the condi- 
tion are the motor symptoms of which the widely 
spoken of carpopedal is the most common. 

A decrease in the total calcium content of the blood 
is noted in all of those diseases which result in a low- 
ering of the plasma protein level. However, in these 
conditions the decrease in calcium content is at the ex- 
pense of the bound fraction, and tetany does not result. 
A decrease in the total calcium level occurs in insuffi- 
ciency of the parathyroid mechanism, whether post- 
operative or idopathic. In this case, both the bound 
and the unbound fractions are decreased and tetany 
results, if the calcium level be sufficiently low. The 
idiopathic hypoparathyroid form of tetany has a defi- 
nite hereditary basis. The function of calcium is that 
of neutralizing certain toxic substances whose poison- 
ous effects show themselves in the absence of sufficient 
calcium by the signs of nervous irritability common to 
tetany. 

The essential characteristics of the picture are spas- 
tic contractures of the upper and lower extremities, 
positive Chvostek’s and Trousseau’s phenomena, hyper- 
active reflexes with frequent ankle clonus, irregular 
clonic spasms of the facial and skeletal musculature, 
and increased electrical excitability. 

In considering cases of infantile tetany one cannot 
but be struck by the fact that there is a group of three 
major symptom-complexes presented, namely, periph- 
eral excitability, generalized edema, and cerebral com- 
pression. 

Etiologically, it is reasonable to assume that a dis- 
turbance of the calcium metabolism is at fault, in view 
of the dramatic response to calcium therapy. In a 
case of this nature, developing in the presence of a 
low serum calcium, one is justified in presuming that a 
hypoparathyroidism is underlying, though such para- 
thyroid deficiency must be assumed, in this as in idio- 
pathic tetany in general, to be functional in nature. 
Whatever the minute mechanism may be, one is at least 
justified in assuming that a very delicate adjustment 
of chemical processes is concerned and that calcium 
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constitutes a very important factor in that adjustment. 

Tetany is to be thought of as a symptom-complex 
and not as a disease, due to a deficiency more qualita- 
tive than quantitative in the calcium content of the 
blood and tissues. It is contended that tetany is in 
reality of frequent occurrence in the new-born infant. 
Therapy consists of calcium feeding, the administra- 
tion of parathyroid extract, and the use of viosterol. 

It is, therefore, further contended 
a causal relationship with the tetany 
quent occurrence in_ the 


that, standing in 
which is of fre- 
there exist two 
groups of symptoms dependent also upon the deficiency 
in calcium, namely, general subcutaneous edema and 
edema of the brain, and that the three groups consti- 
tute a triad dependent primarily upon a qualitative or 
quantitative deficiency in the calcium metabolism of the 
new-born. 


new-born, 


R. N. Anpbrews, M.D. 


« 





SURGERY 


THE TREATMENT OF EPICONDYLITIS HU- 
MERI (Tennis Elbow): Prof. Dr. C. Mau, of Kiel 
(Der Chirurg., Vol. III, No. 1, January 1, 1931, 
p. 5). Reviewing briefly the history of the descrip- 
tion of this disease, as well as the possible etio- 


logical factors connected with it, the author is of the 
opinion that it is a circumscribed chronic periostitis 


of the antero-lateral surface of the external condyle 
of the humerus, occasionally due to a direct trauma, 
but in the majority of cases due to abnormally firm 
gripping of the hand in certain occupations, which 
causes a stong muscle pull of the extensor muscles at- 
tached to the condyle (supinator longus, extensor 
carpi radialis longus and extensor digitoris 
communis, extensor digitoris minimi digiti, extensor 
carpi ulnaris). These muscle insertions unite in a ten- 
dinous sheath or aponeurosis, which is attached to the 
periosteum at this point. Occasionally one gets a posi- 
tive X-ray finding, showing periosteal thickening, in a 
view taken in a slightly oblique direction. This con- 
dition is found in occupations where a hammer is used 
with a twisting motion, such as in riveting, or in certain 
sports, such as tennis, fencing, and golfing. 

While this condition is in itself not dangerous, yet 


brevis, 


it is apt to be very chronic and quite resistant to treat- 
ment, especially the usual conservative treatment, such 
as local applications, electric treatment, and baking. Of 
the conservative treatment, best results are obtained by 
diathermy. not useless, but often 
harmful. Local injections do not give lasting benefit. 
Besides diathermy, the best conservative treatment con- 
sists in absolute rest of hand and elbow joints for a 
number of weeks, especially in a cast, holding the hand 
in dorsal extension with a full extension of the meta- 
carpophalangeal joints, keeping the elbow quiet with a 
plaster-of-Paris cast. While beneficial in cases, yet it 
means inability to fill one’s occupation, and also inter- 
feres with the numerous personal gestures needed in 
routine daily life. 


Massage is only 


MINNESOTA MEDICINE 


[May, 1931] 


It was Franke who suggested to chisel off the cpi- 
condyle, thus relieving the strain; but a better proce- 
dure, and the one which the author recommends highly, 
is the suggestion of Hohmann, who, at the Orthopedic 
Congress in Cologne in 1926, suggested nicking the 
tendinous insertion at the epicondyle under local anes- 
thesia. The technic of the operation is simple. Under 
local anesthesia a curving incision is made over the 
epicondyle, and is made about 2 cm. in length. One 
isolates the aponeurosis of the extensor insertions, and 
nicks the same with a knife for a distance of 1 to 2 
cm., immediately adjacent to the bone. In this way 
the whole extensor insertion at this point is relieved of 
tension. Without using deep sutures, a superficial skin 
suture is employed, and the arm is carried at right 
angled flexion at the elbow for a period of eight to ten 
days, using a simple splint. The hand can be left free 
for lighter manipulations. At the end of eight or ten 
days the sutures are removed, and soon routine use of 
the hand and elbow is begun. 

There is a report of four cases given in detail, and 
reference is made to another twelve cases operated by 
Hohmann, all with excellent results. There is one 
illustration in this article, showing the skin incision 
and the exact point of nicking the tendon sheath. 


A. E. Sonmer, M.D. 





THERAPEUTIC PULMONARY COLLAPSE BY 
ALCOHOLIZATION OF PHRENIC NERVE. F. 
Cordrey and P. Philaredau, La Presse Medicale, Feb- 
ruary 31, 1931, Number 15, Page 271. These authors 
review the indications for pulmonary collapse in the 
treatment of certain lung conditions, and refer especial- 
ly to phrenicectomy or removal of the phrenic nerve 
for immobilization of diaphragm. Because in certain 
cases it might be advisable to re-establish diaphragmat- 
ic function, some surgeons, instead of removing part of 
the nerve, practiced mere phrenicotomy or section of 
the nerve; but the re-establishment of the course of the 
nerve is difficult because of the location of the nerve, 
as well as the small size of its ends; and also because 
of the difficulty of exposing these ends in scar tissue 
and reuniting them. 

In order to get complete abeyance of the phrenic 
nerve for a limited time, with'a possibility of restoring 
its function, the authors have been using alcoholic in- 
jections into the nerves, similar to those that are used 
in trifacial neuralgia. They state that there are two 
possible ways of doing this—either by the closed 
method, or by the open method; because of the possi- 
bility of damage to the tissues, especially the pleura, 
they advise exposing the nerve in similar manner to 
that when phrenicectomy is done. One c.c. of alcohol is 
injected into the nerve. Ina series of cases mentioned, 
the authors have used this method and they have found 
it satisfactory—thus getting immediate immobilization 
of the diaphragm on one or both sides, with resump- 
tion of function after a period of one to three years. 


A. E. Soumer, M.D. 
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Books listed here become the property of the 
Ramsey and Hennepin County Medical libraries 
when reviewed. Members, however, are urged to 
write reviews of any or every recent book which 
may be of interest to physicians. 











BOOKS RECEIVED FOR REVIEW 
SurGery (Practical Medicine Series). Ed- 
Evarts A. Graham, A.B., M.D., Professor 
of Surgery, Washington University School of Medi- 
cine, Saint Louis, Missouri. 848 pages. Illus. Price, 
$3.00. Chicago: The Year Book Publishers, 1930. 
EasiEk MorHerHOoD. Constance L. Todd. 
New York: The John Day Company, 1930. 
THe Letrrers or Dr. BETTERMAN. Charles 
Blanchard, M.D. 157 pages. Price, $1.00. 
town, Ohio: Medical Success Press, 1931. 
RoOENTGEN INTERPRETATION. George W. Holmes, M.D., 
Roentgenologist to Massachusetts General Hospital 
and Assistant Professor of Roentgenology, Harvard 
Medical School, and Howard E. Ruggles, M.D., 
Roentgenologist to University of California Hospital 
and Clinical Professor of Roentgenology, University 
of California Medical School. 339 pages. Illus. 
Price, $5.00. Philadelphia: Lea & Febiger, 1931. 
CrippLeD CHILDREN. Earl D. McBride, B.S., M.D., 
F.A.C.S., Instructor in Orthopedic Surgery, Univer- 
sity of Oklahoma, etc. 280 pages. Illus. Price, $3.50. 
Saint Louis: C. V. Mosby Company, 1931. 
PRENATAL Care. Bureau Publication No. 4, United 
States Department of Labor, Children’s Bureau. 71 
pages. Illus. Price, 10 cents. United States Govern- 
ment Printing Office, Washington, 1930. 


GENERAL 
ited by 


199 pages. 


Elton 
Youngs- 





MODERN METHODS OF TREATMENT. By 
Logan Clendening, M.D., professor of clinical medi- 
cine, University of Kansas. Cloth. Price $10. 
Pp. 820. Fourth Edition. St. Louis: The C. V. 
Mosby Company, 1931. 

This book first appeared in 1924. The second and 
third editions followed in 1928 and 1929. The author’s 
clarity in describing methods of procedure, and the 
ready usability of the material explain much of the 
generous acceptance of the work; the charm of histor- 
ical background and personal commentary which makes 
his “The Human Body” such fascinating reading are 
by no means absent from this volume. In his preface 
the author makes a remark of the type which lends 
a peculiar flavor to all his work: “Several mistakes 
(e.i. occurring in the third edition) which, as Horace 
Walpole said, indicated that it was the work of a 
gentleman rather than a mere scholar, have been cor- 
rected.” 

Other than a careful revision, the inclusion of cer- 
tain new material chiefly distinguishes this edition from 
the preceding The author discusses these 
changes in his preface as follows: “I have not en- 
deavored to add every suggested change in therapy 


one. 
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that has developed since the last edition. My inclusions 
have been conditioned both by the limitations of my 
experience and by my judgment as to what methods 
are firmly established and buttressed by scientific evi- 
dence. Harington’s work on the chemistry of the thy- 
roid principle, the use of desiccated swine stomach in 
pernicious anemia, salyrgan, postural rest in tubercu- 
losis as advocated by Webb, Calmette’s B.C.G. tuber- 
culin, undulant fever, ethylene and the use of para- 
thyroid hormone in Paget’s disease, and hyperparathy- 
roidism have all been described. 
edema, 


The sections on myx- 
diet in tuberculosis, cisterna 
puncture, and infantile paralysis have been rewritten 
for this edition.” 


diabetic coma, 


E. C. Hartiey, M.D. 





MODERN MEDICINE. Osler and McCrae. 
edition. Volume VI. 964 pages. 
delphia: Lea & Febiger, 1928. 
Volume VI of Osler and McCrae’s Modern Medicine 

deals with the Diseases of the Nervous System and 
Diseases and Abnormalities of the Mind. As a text on 
these subjects it is unusually complete, simply written, 
and very readable. With a list of twenty contributors, 
the names of whom would be an asset to any volume 
of this kind, this hook gives an accurate account of 
the established facts as well as the most generally ac- 
cepted theories and opinions in Neurology and Psy- 
chiatry. 


Third 
Price $9.00. Phila- 


Joe. C. HuttKrans, M.D. 


ANTE-NATAL CARE. W. F. T. Haultain 
Chalmers Fahmy. 2nd edition. 127 pp. 
New York: William Wood & Co., 1931. 
This is a concise outline of the various conditions 

encountered during pregnancy, together with a very 

brief outline of treatment and management. The first 
chapter describes the equipment and routine procedures 
of the prenatal clinic of the Royal Maternity and Simp- 
son Memorial Hospital of Edinburgh. 

Therapeutic measures are mentioned, but there is 
very little detail. The text probably would be more 
valuable to the student than to the practitioner. 


L. R. CritcHFrecp, M.D. 


and E. 
Price, $2.25. 





-ABORATORY PEDIATRICS (Clinical Pediatrics, 
Volume XX). John D. Lyttle, A.B., M.D. Supervis- 
ing Editor, Royal Storrs Haynes, Ph.B., M.D. 189 
pages with contents, 31 illustrations, references and 
index. Price: $85.00 per set of 20 volumes and general 
index. Sold only in sets. New York, London: D. 
Appleton & Co., 1930. 

The author has beautifully accomplished his purpose 
as expressed in the preface. There is a wealth of very 
fine material, tables and valuable laboratory data. One 
fancies a general practitioner would like, in a book so 
enlightening and stimulating, less of the clinical or the 
same amount of the clinical with more of the under- 
lying bases of the procedures in the various laboratory 
tests and more complete and specific references in the 
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bibliography. Also he would wish that still more of 
the methods be given. 

Much food for thought and stimulus to research are 
embodied throughout. One feels like saying as the 
pages are read “whoa” and call a halt to the aeroplane 
view and automobile racer and to ask a pause for more 
detail here and there. It is just too fine a book to 
leave out such desired material. 

The book is to be welcomed and most highly recom- 
mended, with congratulations and thanks to the author. 


Lian L. Nye, M.D. 


COMPOSITE INDEX AND CUMULATIVE SUP- 
PLEMENT (Clinical Pediatrics, Volume XXI). 
385 pages, with contents, composite index, 5 illustra- 
tions and references. Price: $85.00 per set of 20 vol- 
umes and general index. Sold only in sets. New 
York, London: D. Appleton & Co., 1930. 

While primarily intended for the general practitioner 
this volume is to be recommended to the pediatrician 
and obstetrician. 

The Composite Index constitutes the first part of 
this volume and is very complete and valuable. The 
second part, the Cumulative Supplement, covers the 
development since the publication of the original manu- 
scripts. Drs. Grulee and Bonar discuss in two sections, 
“The Newborn—Physiology and Care” and “The New- 
born—Diseases and Abnormalities” with a bibliography; 
Dr. Veeder contributes “Preventive Pediatrics”; Dr. 
Neff, “Diseases of the Digestive System”; Drs. Lucas 
and Washburn, “Diseases of the Blood and Blood- 
Building Organs.” 

May the supplements continue to follow! May there 
be frequent revisions! 

Litt1An L. Nye, M.D. 





INFANT FEEDING. J. V. C. Braithwaite. 
New York: Wm. Wood & Co., 1930. 
This little volume purports to be a simplified brief 

discussion of infant feeding, intended for general prac- 
titioners. Its early chapters on breast feeding and the 
physiology of digestion are very well done; thereafter, 
for the American physician, at least, it leaves much to 
be desired. It is my impression that infant feeding, as 
taught in the United States, is well in advance of what 
this British writer portrays. Fame still awaits the pedi- 
atrician who can, readably and simply, discuss this 
subject in brief manner. 


140 pages. 


Tuomas Myers, M.D. 





A PRACTICAL MEDICAL DICTIONARY. Thomas 
Lathrop Stedman. Eleventh edition, revised. Price 
$7.50. New York: Wm. Wood & Company, 1930. 
The eleventh edition is referred to by Stedman as 

“a thoroughly revised edition.” In the preface, refer- 

ence is made to the successful struggle to attain puri- 

fication of medical orthography after two decades of 
patient effort. The primary function of a medical dic- 
tionary is listing definitions brief and accurate. In the 
reviewer’s opinion, the author has attained his goal. 
The source of the words are noted. Simplified spell- 
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ing of medical terms is given; the older spellings are 
given as alternatives. 

The plates of (a) autonomic nervous system, (b) 
surface areas related to spinal cord segments, (c) pro- 
tozoan parasites, and (d) changes in the morphology 
of the blood are beautifully colored. Other plates, pic- 
turing, for instance, blood vessel system, nervous sys- 
tem, muscular systems, leave something to be desired, 
One wonders why this should be so. Upon reading the 
index of plates, the page for lymphatics is given as 
1105; one must, however, turn to page 1130 to find this 
plate. There is no plate referring to the structures of 
the ear. 

Beyond these few criticisms, however, one is im- 
pressed with the usefulness and the fund of material 
contained in this newly revised dictionary. 

J. C. Micwagr, M.D. 
THE MEASUREMENT OF MAN. J. A. Harris, 

C. M. Jackson, D. D. Paterson, and R. E. Scammon. 

215 pages, with 87 illus. Price: $2.50. Minneapolis, 

Univ. of Minn. pr., 1930. 

This book, as the title implies, is of an academic 
character. The contents, first presented as lectures be- 
fore the Sigma Xi society of Minnesota, are four mon- 
ographs, each apportioned to some phase of human 
measurement. The co-authors in their respective chap- 
ters are recognized immediately as eminent scholars 
and teachers, all of whom at the time of writing were 
faculty members at the University of Minnesota. 

The first chapter, The Measurement of Man in the 
Mass, by Dr. J. A. Harris, now deceased, and for- 
merly head of the Department of Botany, is a concise 
presentation of the elements of biometrics, the appli- 
cation being made to the human. Formule are de- 
veloped and appropriate explanations and illustrations 
are given. This chapter can be recommended for study 
as a valuable guide in the presentation and interpre- 
tation of the human data in the mass, which would 
necessarily include medical statistics. 

The second chapter, Normal and Abnormal Human 
Types, by Dr. C. M. Jackscn, head of the Department of 
Anatomy, is a presentation of material showing ana- 
tomical differences between races in Europe. These 
comparisons are then carried on into their descend- 
ants in the United States by means of data obtained 
from army records and student measurements at vari- 
ous colleges and universities, including the University 
of Minnesota, lending an element of fact to the sport 
reporters’ adage, “Giants of the North.” Types of 
bodily build are then discussed, including variations at- 
tributable to ductless gland dysfunction. The chapter 
closes with an interesting table relating bodily habitus 
to a diversity of diseases. 

The third chapter, Personality and Physique, by Dr. 
D. G. Paterson, Professor of Psychology, begins with 
an observation of the general beliefs in the relation- 
ship of physical characteristics to mentality. A care- 
ful repudiation is then made of the pseudosciences of 
physiognomy and phrenology. This includes the rec- 
ords of a number of investigations undertaken in an 
effort to approve or disprove various assertions of the 
physiognomists and phrenologists. 
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The author then enumerates and discusses a number 
of investigations involving mental capacity and various 
physical characteristics including physical health, one 
of the most interesting of which compares a group of 
children in whom tonsillectomy and adenoidectomy 
have been done to a group of similar children not 
operated upon. No correlation was found between in- 
creased mentality and tonsillectomized children. The 
last named group, the children without operation, on 
the contrary proved to have advanced faster in mental 
age with interval Binet tests than the group in which 
operation was done. The summary embodies an 
apology for the negative evidence which the author 
has presented in the article. 

The fourth chapter, the Measurement of the Body 
in Childhood, by Dr. R. E. Scammon, until recently 
Professor of Anatomy, now dean of the Department of 
Biology, University of Chicago, enters immediately into 
a presentation and discussion of growth data. Four 
types of postnatal growth are developed, namely—the 
general, the neural, the lymphoid and the genital types. 
The postnatal growth of certain of the ductless glands 
is discussed separately as it does not fit into any of 
the previously mentioned types. A brief discussion of 
the comparison of prenatal and postnatal growth is then 
presented. The final chapter is devoted to a discussion 
of what the author chooses to name “velocity of 
growth.” 

The book as a whole is very readable. While it is 
not a textbook in any sense, much information is pre- 
sented which is of value. The book would be an addi- 
tion to any library and transmits the desire to be reread 
at intervals. 

CLAuDE J. EHRENBERG, M.D. 





PRACTICAL TREATISE ON DISEASES OF THE 
DIGESTIVE SYSTEM. L. Winfield Kohn, M.D., 
F.A.C.P. 2 vol. Price, $12.00. Philadelphia: F. A. 
Davis Co., 1930. 


This two-volume work of 1,073 pages exclusive of the 
index is small enough to be very inviting and conven- 
ient, yet detailed and complete enough to be very worth 
while, both for general reading and as a reference 
book. It is profusely illustrated with 550 illustrations. 
Most of these are simple, well chosen, and well 
executed drawings. There are also a number of photo- 
graphs of patients, pathologic specimens, reproductions 
of roentgen films and gastro-photo views, and several 
very fine color reproductions of gastroscopic views. 

The sections on anatomy and physiology are very in- 
terestingly written without entering too deeply into in- 
volved or controversial questions. In a later chapter 
the neurology is most splendidly described and what is 
probably the most outstanding feature of the work is 
the Chapter on Clinico-physiological Considerations, in 
which the relationship between symptoms and disturbed 
physiology is beautifully emphasized. 

The Chapter on Physical Examination brings out 
anew the importance of developing experience, skill 
and, keenness of observation rather than leaving too 
much to accessory methods. Special emphasis is given 


to percussion in eliciting tenderness and to ausculation 
of the abdomen. 

An especially interesting chapter is that in which 
esophagoscopy, gastroscopy and intragastric photog- 
raphy are discussed. Their possibilities and limitations 
are nicely weighed and the illustrations of technic and 
findings are illuminating. 

Laboratory methods and interpretations of findings 
are given in detail. 

The chapter on Fluoroscopy and Radiography is 
noteworthy in that it describes so well, and illustrates 
so impressively with silhouette drawings, the normal 
variations in size, shape and physiology, as well as 
typical variations in disease, and the technics which are 
helpful in disclosing the variations. 

Following all these preparatory chapters the diseases 
of the digestive tract are taken up in order in typical 
textbook fashion, giving their symptoms, physical find- 
ings, laboratory and roentgen evidences, differential 
diagnosis, pathology, prognosis and treatment, all very 
interestingly and readably written. Here, in contrast 
to the silhouette drawings of a previous chapter, are 
found abundant illustrations of disease, in reproduc- 
tions of X-ray films of actual cases, showing the appli- 
cations of the principles taught by the more pedagogic 
drawings. 

A section of the second volume which alone makes 
the whole work very much worth while is that which 
is devoted to diseases outside of the digestive system 
which cause abdominal or gastro-intestinal symptoms. 
This furnishes a splendid correlation and guards 
against too circumscribed gastro-intestinal thought. 

Dr. Kohn is no therapeutic nihilist. After giving us 
a most splendid, though not too long, treatise on the 
gastro-intestinal tract, its diseases and their diagnosis, 
together with treatment of each one as encountered, 
he goes on to produce for us a wealth of therapeutic 
suggestions. Seventy pages are devoted to diet. The 
requirements for the various diseases, the properties of 
the various foodstuffs and their proper preparation for 
pathologic conditions are well described, together with 
many helpful diet lists for various diseases. Mechan- 
ical and all other physical therapy is generously de- 
scribed and evaluated, even the much questioned colonic 
irrigation and its technic with the arguments pro and 
con are well presented for our consideration. When it’ 
comes to medication an especially rich storehouse of 
material is laid before us. Page after page of good 
prescriptions are given, with the symptoms and pa- 
thology for which they are helpful. One can find here 
a considerable stimulus to his resourcefulness, a jog 
against falling into a narrow routine, against a sense 
of mild hopelessness if things go not too well, and 
against amiably prescribing the last detail man’s plausi- 
ble suggestion at ten or fifteen cents per capsule. 

A short chapter by Zachary Cope gives the indica- 
tions for and the results which may be expected of 
surgery. Only a suggestion of technic is given. Half 
of the chapter is devoted to acute surgical conditions. 

Not the least of the fine features of the work is the 
very complete and satisfactory index which makes for 
quick reference to interesting symptoms, pathology or 
procedures. 
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On the whole the book is concise, very well written, 
and sufficiently inclusive to be a great practical help in 
practice. 


Ratpw T. Knicut, M.D. 





CANCER: ITS ORIGIN, ITS DEVELOPMENT 
AND ITS SELF-PERPETUATION. Willy Meyer, 
M.D., Consulting surgeon to the Lenox Hill and 
Postgraduate Hospitals, etc.: Emeritus Professor of 
Surgery, N. Y. Postgraduate Medical School. Cloth. 
Price, $7.50. Pp. 427. New York: Paul B. Hoeber, 
Inc., 1931. 


The author “never intended to write” this book. His 
purpose was to prepare three articles on cancer. In so 
doing he perused a prodigious literature, and, like 
Adami, became “pregnant with book.” He emerged 
from “the literature,” which, like the Sargasso Sea, 
holds something of everything within depths, with “dis- 
connected observations, bunched like the stars in the 
nebule of the heavens with gaping voids between the 
nebule.” In order to give coherence and sequence to 
his material, he resorts to speculation as his only tool, 
and he offers the book as “an experiment, an experi- 
ment in path-finding.” 

To have cancer there must be a systemic predisposi- 


tion. This may be hereditary on the basis of an in- 


sufficiency of the vegetative nervous system; or a simi- 
lar state may be reached by strain. Once reached, this 
condition leads to a systemic predisposition through a 


predominance of potassium in the serum salts produc- 
ing a chronic systemic irritation, accentuated by age. 
This is the constitutional factor. To produce actual 
cancer the second factor of local irritation must be in- 


WANTED—Physician to share offices with dentist and 
physician in Lowry or New Lowry If in- 
terested call Cedar 8618. 


3uilding. 


FOR SALE—Small rural hospital. All modern. Worth 
$25,000. Will sacrifice for $16,000. Instruments and 
equipment included. $5,000 cash. Balance time at 
6 per cent. Address D-130, care Minnesota Mept- 

CINE 


‘OR SALE—Medical practice and complete office 


equipment in southern Minnesota town of 2,700 peo- 
ple of mixed nationalities. Collections excellent. 
Practice established 24 years. 


death. 


Reason for selling— 
Address D-131 case MINNESOTA MEDICINE. 


WANTED-—Salaried appointments for Class A Physi- 
cians in all branches of the medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 
lished 1896. Member The Chicago Association of 
Commerce. 
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troduced. In this manner dead tissue is left unabsorbed 
and acts as the local irritant; misplaced embryonic cell 
rests, etc., may act similarly. The combination of these 
two factors makes the precancerous state. There ensues 
a sequence of chronic cell death, necrone (cell protein 
decomposition products) formation, stasis, impaired cell 
permeability, cell proliferation and crowding. The pro- 
cess, as yet reversible, may continue on to definite 
cancer, and become irreversible. The same set of fac- 
tors continue to work, so that by now the ‘tumor is 
both cause and effect. The between car- 
cinoma and sarcoma lies in the concentration of the 
necrone solution; at its highest, the epithelial tissue is 
dissolved, leaving nothing but a highly malignant con- 
nective tissue. 


difference 


From the standpoint of therapy, he recognizes four 
phases: (1) the chronic systemic irritation, (2) the 
chronic local irritation, (3) the presence and joint ac- 
tivity of both factors, producing the localized operable 
cancer, and (4) the progress of the process to the point 
of generalized malignancy and metastasis, or inoper- 
able cancer. Phase 1 becomes an obvious field for re- 
search; phase 2 is the basis of our present anti-cancer 
propaganda; phase 3 is the realm of surgeons and 
radiologists; phase 4 must be approached by changing 
the serum reaction from alkaline to acid—the produc- 
tion of a state of acidosis—and the removal of as much 
of the necrone-producing cancer substance as is fea- 
sible. If a successful therapeutic attack alone could be 
made upon a phase 4 cancer a lethal dose of necrones 
would be released from the decomposition of unre- 
moved The intervention of 
thus assured in any circumstance. 

E. C. Hargrey, M.D. 


cancer tissue. surgery is 


BE PREPARED to 


examination. 


give your patient a complete 
Why send patients away? Office space 
for rent in central district including two rooms and 
X-ray and clinical laboratory in connection. $50.00. 
Address D-134, care MINNESOTA MEDICINE. 


FOR RENT—Desirable space on sixteenth floor Medi- 
cal Arts Building, Minneapolis. Call Geneva 76835. 


POSITION WANTED—As assistant in .doctor’s of- 
fice. Graduate laboratory and X-ray _ technician, 
Swedish Hospital, Minneapolis. Business experience. 
Address D-133, care MINNESOTA MEDICINE. 


, 





INSTRUMENTS FOR SALE 


An exceptionally complete set of 
surgical instruments and office equip- 
ment, property of the late Dr. Lyng, is 
for sale. Especially suitable for hos- 
pital. May be seen at 5145 Woodlawn 
Avenue, Minneapolis. Telephone Du- 
pont 8948. 
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5. CurIstIson, 2 ee) | eee Saint Paul 





COMMITTEES 


CHAIRMAN, PROGRAM AND GENERAL 
ARRANGEMENTS COMMITTEES 
A. E. Hepspacx, M.D : Minneapolis 
SECTION ON MEDICINE 
Harry Oertinc, M.D 
P. G. Boman, M.D 


SECTION ON SURGERY 
A. W. Apson, M.D 
E. A. Recnier, M.D -Minneapolis 


CLINICAL DEMONSTRATIONS 
W. A. O’Brien, M.D. Minneapolis 


COMMITTEE ON HOSPITALS AND MEDICAL 
EDUCATION 
sy J. Tuomas, M.D 








Saint Paul 
Duluth 














Minneapolis 
ibbing 
....Rochester 
Saint Paul 
Saint Paul 
Spring Grove 
F. J. Hrrscupoeck, M.D Duluth 
A. G. LiepLtorr, M.D ...Mankato 
O. E. Locxen, M.D ..Crookston 
E. G. McKeown, M.D....... ....Pipestone 
W. A. O’Brien, M.D Minneapolis 
N. O. Pearce, M.D Minneapolis 
C. M. Rosimxrarp, M.D Faribault 
W. H. Vacentine, M.D Tracy 
. B. Wetser, M.D New Ulm 
.. W. Wit, M.D Bertha 
COMMITTEE ON PUBLIC POLICY AND 
LEGISLATION 
. M. Jonnson, M.D 
. A. Barney, M.D 
=. A. Esertrn, M.D 
. M. Hayes, M.D 
. G. Mortenson, M.D 
























































Glenwood 
Minneapolis 
Saint Paul 
Crookston 
Saint Paul 
Minneapolis 

















. WRIGHT, 





*Terms expire December 31, of year indicated. 


COMMITTEE ON PUBLIC HEALTH 
EDUCATION 


Saint Paul 
Minneapolis 
Fairmont 
Minneapolis 
Willmar 
Heron Lake 
Fergus Falls 
Saint Paul 
Rochester 





GeorcE Eart, M.D. 











B. J. Branton, M.D 
. CHapzsourn, M.D 














. HetmuHoiz, M.D : 
A, McIntyre, M.D. Owatonna 
. Macney, M. D Duluth 
4 Minneapolis 


:: a Saint Paul 
C. J. "PLONSKE, M.D... Faribault 
THEODORE SWEETSER, M.D 


Minneapolis 
J. A. Watson, M.D Minneapolis 














Ona SOP 














COMMITTEE ON STATE HEALTH RELATIONS 


THEODORE SWEETSER, M.D 
F. H. Atpricu, M.D 
W. H. Barr, M.D 
E. S. Boreyn, M.D 
W. L. Burnap, M.D 
Harry Cannon, M.D 
Georce Eart, M.D 
Epw. T. Evans, M.D 
W. P. FreticH, M.D Albert Lea 
C. L. Haney, M.D Duluth 

i McDoweELL, | ee Saint Cloud 

_ Manson, M.D Worthington 
Minneapolis 
Benson 
Winona 
Brainerd 
Madison 





Minneapolis 











Stillwater 
Fergus Falls 
Saint Paul 
Saint Paul 
Minneapolis 
































J. A. THanes, JR., M.D 
Nets Westsy, M.D 
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RADIO COMMITTEE 
L. R. Crircuriretp, M.D 
Tuos. H. Dickson, Jr., M.D 
O. O. Larsen, M.D 
C. B. Lewis, M.D Saint Cloud 
T. A. Lowe, M.D South Saint Paul 
J. J. McGroarity, M.D Easton 
S. R. Maxerner, M.D Minneapolis 
A. M. Sneitt, M.D Rochester 


Saint Paul 
Saint Paul 
Detroit Lakes 























[May, 1931] 


EDITING AND PUBLISHING COMMITTEE* 
A. S Hasmron, M.D. (1965).................... Minneapolis 
J. T. Curistison, M.D. (1934) 
D. C. Batrour, M.D. (1933) 
E. L. Garpner, M.D. (1932) 
Joun M. Armstronc, M.D. (1931) 
R. E. Farr, M.D., Emeritus 


Saint Paul 
Roche ster 
Minneapolis 

Saint Paul 
Minneapolis 








SPECIAL COMMITTEES 


COMMITTEE ON CONTRACT PRACTICE* 
A. N. Cotiirns, M.D. (1933)... Duluth 
P. A. Smitu, M.D. (1933) Faribault 
Wititarp D. Waite, M.D. (1933) Minneapolis 
G. I. Bapeaux, M.D. (1932) Brainerd 

» ee MRUETERANG, MLD. €15GZ) wanccccccceecececoss Minneapolis 
A. L. McDonatp, M.D. (1932).. Duluth 
. R. Corvin, M.D. (1931) .0.2..........ssec0se-0----- Saint Paul 
SS et” Bie). ) as Saint Paul 
a4 ~S i |. eee Minneapolis 


COMMITTEE ON MEDICO-LEGAL AFFAIRS 
a Ds: eee Saint Paul 














Minneapolis 

Worthington 

C. P. Rossins, M.D Winona 
COMMITTEE ON UNIVERSITY RELATIONS 

L. Socce, M. 

S. H. Boyer, M.D 

W. F. Braascu, M.D 

J. T. Curistison, M.D 

H. M. Workman, M.D 

C. B. Wricut, M.D 


HEART COMMITTEE 
H. E. Ricuarpson, M.D 
F. J. Hirscurorcx, M.D 
Dovcias P. Heap, M.D 
B. W. Ketty, M.D 
H. J. Lioyp, M.D. = Mankato 
F. A. Wuitius, M.D..... Rochester 


COMMITTEE ON MILITARY AFFAIRS 
Lieut. Cor. Ratpo T. KNIGHT Minneapolis 
eS eee ee Minneapolis 








Rochester 
Saint Paul 
Tracy 
Minneapolis 








Saint Paul 
Duluth 
Minneapolis 
Aitkin 




















Major W. J. EKLUND Duluth 
ase &. 5. Dae... Canby 
Major F. L. Smiru Rochester 
ines Ca. VW. G Peas... Tracy 
HISTORICAL COMMITTEE 
A. S. Hamitton, M.D 
J. M. Armstronc, M.D 
W. F. Braascu, M.D 
L. O. Dart, M.D 








Minneapolis 
Saint Paul 
Rochester 
Minneapolis 
Saint Paul 
Otca Hansen, M.D Minneapolis 
C. A. ScHerer, M.D Duluth 
H. M. Workman, M.D Tracy 
COMMITTEE ON PUBLIC HEALTH NURSING 
C. B. Wricut, M.D. Minneapolis 
C. E. Carne, M.D Morris 
GerorceE Eart, M.D Saint Paul 
T. E. Finn, M.D Redwood Falls 
COMMITTEE ON SCHOOLS FOR LABORATORY 
TECHNICIANS 
A. G. Scuutze, M.D 
W. H. Conpnir, M.D 
ArtHurR U. Desyarpins, M.D 
CuHartes R. Drake, M.D 
Kano Ikepa, M.D 
W. A. O’Brien, M.D Minneapolis 
Leo RicLer, M.D Minneapolis 


COMMITTEE TO STUDY POLICIES OF THE 
STATE ASSOCIATION 

O. E. Locxen, M.D 

F. E. Burcu, M.D Saint Paul 

W. A. Fanster, M.D Minneapolis 

J. R. Mantey, M.D Duluth 

WattmMan WaAtteErRs, M.D Rochester 



































Saint Paul 
Minneapolis 

Rochester 
Minneapolis 
Saint Paul 

















Crookston 

















COUNCILOR DISTRICTS 


DISTRICT NO. 1 
M. S. HENDERson, M.D Rochester 
Counties—Dodge, Fillmore, Freeborn, Houston, Mower, 
Olmsted, Steele, Wabasha, Waseca, Winona. 
DISTRICT NO. 2 
Ww. A. Piper, M.D Mountain Lake 
Counties—Cottonwood, Faribault, Jackson, Martin, 
Murray, Nobles, Pipestone, Rock, Watonwan. 
DISTRICT NO. 3 
H. M. Worxman, M.D j 
Counties—Brown, Big Stone, Chippewa, Lac Qui Parle, 
Lincoln, Lyon, Pope, Redwood, Stevens, Swift, 
Yellow Medicine 
DISTRICT NO. 4 
J. S. Hotsroox, M.D Mankato 
Counties—Blue Earth, Carver, LeSueur, McLeod, Nic- 
ollet, Renville, Scott, Sibley. 
DISTRICT NO. 5 
I 


Counties—Chisago, Anoka, Dakota, Goodhue, Isanti, 
Ramsey, Rice, Washington. 


*Term expires December 31, of year indicated. 


DISTRICT NO. 6 
N. O. Pearce, M.D Minneapolis 
Counties—Hennepin, Kandiyohi, Meeker, Sherburne, 
Stearns, Wright. 
DISTRICT NO. 7 
W. W. Witt, M.D Bertha 


Counties—Beltrami, Benton, Cass, Clearwater, Crow 
Wing, Douglas, Hubbard, Mille Lacs, Morrison, 
Todd, Wadena. 


DISTRICT NO. 8 


O. J. Hacen, M.D Moorhead 


Counties—Becker, Clay, Grant, Kittson, Lake of the 
Woods, Mahnomen, Marshall, Norman, Ottertail, 
Pennington, Polk, Red Lake, Roseau, 
Traverse, Wilkin. 


DISTRICT NO. 9 
W. A. Coventry, M.D. -Duluth 


Counties—Aitkin, Carlton, Cook, Itasca, Kanabec, 
Koochiching, Lake, Pine, St. Louis. 








Lae) 
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Minnesota State Medical Association 
COUNTY SOCIETY ROSTER 


BLUE EARTH COUNTY MEDICAL SOCIETY 
Regular meetings, last Monday of month. 


President 
Stillwell, W. C......................--- Mankato 
Secretary 


Butzer, J. A Mankato 





Andrews, J. Mankato 
Andrews, R. Mankato 
Barr, W. H Wells 
Benham, E. Mankato 
Mankato 

Mankato 

Olivia 











' President 
a a eee Winnebage 


Secretary 
Hunt, R. C 


Bailey, H. B 
Blanchard, H. G 
Boysen, H 
Butz, J. A 
Chambers, W. C 


Fairmont 





Fairmont 
Fairmont 
Welcome 
Monterey 
Blue Earth 











BLUE EARTH VALLEY MEDICAL SOC 


Annual meetings, last Monday of year. 
Dahl, G. A 


Eckstein, A. W 
Edwards, , 
Franchere, F. Ww 
Fugina, G. R 
Hassett, R. G 

Hielscher, ew Hughes... 
Hielscher, J. 

Holbrook, 

Howard, M. ; a 
Huffington, “. s 

Juliar, R. O 


Mankato 





Lake Crystal 
Mankato 
Mankato 





Mankato 
St. Clair 





Faribault and Martin Counties, 
Regular meetings, May-October. 
Annual meeting, October. 


Cooper, M. > ...Winnebago 
Durgin, F, Winnebago 
Farrish, R. é Sherburn 
Gardner, 4 eae |. 
Heimark, J. Fairmont 
Henderson, Kiester 
Fairmont 
Fairmont 
Hunte, > | ees ..-Bylos, Asisons 
Jacobs, A, C Elmore 
Johnson, H. Fairmont 

















IETY 


I, Me TE i, ciascctaiiciisanadiniina Mankato 
ps rg Chas... Mankato 





5 am Mle oP . 
Schmidt, P. A 
Sohmer, A. E... 
Stillwell, W. C 
Wentworth, m& F 
Williams, H. O 





Logan, F. W. 

Luedtke, G. H.. 

McGroarity, J. 
_ A 


Winnebago 
Fairmont 





ills, J. 
Sihaslionn, W. J 
Sommer, A. W.. 
Sybilrud, H. W... 
Vaughan, V. 
Zemke, E. E Fairmont 





CAMP RELEASE DISTRICT MEDICAL SOCIETY 
Chippewa, Lac Qui Parle, Sibley, Renville, and Yellow Medicine Counties 


President 
Passer, A. A Olivia 





Secretary 
J 


Holmberg, 


Bird Island 
Belview 
Montevideo 
Montevideo 
Franklin 
Redwood Falls 
Milan 

Cole, H. B Redwood Falls 
Sseee, E. z Boyd 
D’Arms, Harry Lee Hector 


























Regular meetings, April and July. 
Annual meeting, October. 


| ae Sacred Heart 
Duncan, Henry. Marietta 
Fawcett, A. Maxwell_..._.........Renville 
Flinn, 2s... ..-Redwood Falls 
Flinn, T. z.. ee ee BO 
Flower, W. Minneapolis 
Foshager, — by Clara City 
Gaines, ..Buffalo Lake 
Hauge, Malvin I Clarkfield 
Hauge, M. M Clarkfield 
Herbert, Willis Lea 
Holmberg, L. J... 
Johnson, C. M.... 
Johnson, H. M 
Johnson, O. H 
Jordan, Lewis S 




















Kilbride, J. S Canby 
Lee, Walter N. Madison 
Lima, Ludvig. Montevideo 
Mesker, G. Olivia 
Nelson, M. S................Granite Falls 
Olson, W. Gaylord 
A Olivia 
Madison, Wis. 

Morton 

Montevideo 

Montevideo 

a ; ee _.Dawson 
stiidiataanial Canby 

Magnus... Ee: Madison 

Westby, Nels. Madison 
































CENTRAL MINNESOTA DISTRICT MEDICAL SOCIETY 
Anoka, Isanti, Kanabec, Mille Lacs and Sherburne Counties. 


President 


Swenson, Chas. Braham 





Secretary 


Cooney, H. C Princeton 


President 


Callahan, F. F..__-___...__... Pokegama 
Secretary 


Schoofs, G. E.—.............North Branch 
SS) 4 eee 


*Deceased. 


Regular meetings, May and October. 
Annual meeting, January. 


Cooney, H. C Princeton 
Hedenstrom, L. Cambridge 
Holm, C. E -Philadelphia, Pa. 
Kooiker, Herman J Milaca 
Norrgard, T Milaca 
Peterson, A. A Mora 








Annual meeting, May. 


Sandstone 
Chisago City 
Rush City 
Rush City 
Hinckley 
Pine City 











Kelsey, C. G 
Nethercott, E. G 





Roadman, I, M 
Roehlke, A. B 
Swennes, O. S 
Swenson, Chas. 
Vik, M 

Vrooman, F. E 











CHISAGO-PINE COUNTY MEDICAL SOCIETY 
Regular meetings, January, August and December. 


.....Finlayson 
orth Branch 
Hinckley 


Pearson, Wm. T.... 

Schoofs, G. E......-.... 
Stephan, E. I ; l 
Stratte, A. K Pine City 
Truog, Clarence P Lindstrom 
y OSS North Branch 
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CLAY-BECKER COUNTY MEDICAL SOCIETY 
Regular meetings, January, April, July and October. 
Annual meeting, December. 


President 


Bergheim, M. | Detroit Lakes 
Bottolfson, B. T 


Bottolfson, B. T.. Moorhead Larson, 4% Renee L ake 
Carmen, J. E... -Detroit Lakes selgnen, 3 
Secretary Ellingson, A. R. a s a edge, 1 atid ee Lakes 

rome Sed ” osslee, G. L..... cott, is etroit Lakes 
Heimark, J. H... Moorhead Seniaeen, Ot LT . } ; Howler 
Hagen, O. S7 mi i . Barnesville 
Heimark, J. ; a Seeoemene --Moorhead 
Humphrey, EN V Thysell, F. A Moorhead 


Moorhead 








ON ( SE = 


Archibald, F. M.......................Mahnomen .-Moorhead 





DODGE COUNTY MEDICAL SOCIETY 
Annual meeting, September. 
Mantorville 


..-Hayfield Affeldt, Daniel E Kasson 
Baker, Harry R Hayfield 


Bigelow, Charles E. Dodge Center 
Clifford, Frank F West Concord 
Smith, ‘Frank D Kasson 


President Adams, Rollin T 
, a eee 

Secretary 
Bigelow, C. E 











odge Center 


FREEBORN COUNTY MEDICAL SOCIETY 
Regular meetings, quarterly. 
Annual meeting, December. 


President 


Freeborn Gullixson, A 
a Se = 


......Albert Lea ie . -Albert Lea Kaasa, L. 
Folken, F. - -Albert Lea Kamp, B. A... 
Secretary Freeman, J. -Albert Lea Manley, L. 
BO, We Pevcccntsenmmnanei Albert Lea Freligh, W. -Albert Lea Palmer, C 
Gamble, g ...Albert Lea Palmer, 
Branham, D. oe Gamble, ....Albert Lea Schultz, J. A 
_ a aaa Albert Lea Gamble, R. Albert Lea Whitson, S. Alden 





GOODHUE COUNTY MEDICAL SOCIETY 
Annual meeting, January. 


President 


Claydon, D. R Red Wing 


Secretary 
Steffens, L. A Red Wing 


BI, Bic Ti icssinccessitinnsiasiiaisannaia Red Wing 


Anderson, S, H 
Claydon, D. 
Claydon, youre F. 
Claydon, L. E..... 
Cremer, M. H. 


Red Wing 
..Red Wing 
Zumbrota 
Red Wing 
....Red Wing 





Fortney, G. O 


Zumbrota 





{once A. Red Wing 

iffrig, W. 

McGuigan, H. T. —a Wing 

Smith, M. ed Wing 

Steffens, L. Red Wing 
aaler, T Cannon Falls 











SS ay Uiccahihnidecinsnanee Red Wing 


Williams, M. R 


Cannon Falls 


HENNEPIN COUNTY MEDICAL SOCIETY 
Regular meetings, first Monday of each month. 
Annual meeting, first Monday in October. 


President 
Baxter, S. H Minneapolis 
Secretary 
Hansen, Erling W ---Minneapolis 
See Minneapolis 
Aling, C. P.. --Minneapolis 
Allen, H. W. 
Allison, R. G 
Altnow, H. O... 
Andersen, 
Anderson, 
Anderson, 
Anderson, 
Anderson, 
Anderson, 
Anderson, ceed 
Anderson, Karl W.. 
Anderson, Silas C. 
Andreassen, F.. C.. 
Andrews, R. S...... 
Annis, H. B... 
Arey, H. C.... 
Arvidson, C. G. 
Aune, Martin._. 
Aurand, W. H... ..Minneapolis 
Avery, »3 Fowler. ...Minneapolis 
Baken, Melvin P .-Minneapolis 
Baker, A. T .-Minneapolis 
Baker, E. L... Minneapolis 


inneapolis 
Minneapolis 


--Minneapolis 
.-Minneapolis 
..Minneapolis 
..Minneapolis 
..Minneapolis 
and Excelsior 
Minneapolis 
..Minneapolis 


.-Minneapolis 

-Minneapolis 

Minneapolis 

..Minneapolis 

s --Minneapolis 

Beard, Archie H.............. .-Minneapolis 

Beard, R. O pemnenpols 
posters, eee 





Benedict, 
Benjamin, I Wen astaccae 


Benn, F. G.... Minneapolis 





Berkwitz, Nathan Jos... 
Bessesen, ry oe Ss 
Bessesen, A N., { ee 
Bessesen, Daniel H... 
Blake, James... 
Blaustone, H. H.. 
gosmmen, M. W. 


.--- Minneapolis 
Minneapolis 


“Minneapolis 
Minneapolis 
.--Minneapolis 
Minneapolis 





Boquist, E. 
Boreen, Clifton A... 
Borgeson, 
Bouman, H. 
Boynton,  . E 
Bracken, H. ‘ 
Bratrud, A. F 
Brooks, Chas. N... ..Minneapolis 
Brown, Edgar D.. .-Minneapolis 
Brown, E. ..Minneapolis 
Bulkley, Minneapolis 
Butler, John. Minneapolis 
Buzzelle, L. K 

Cable, Morris L.. 

Cabot, 

Cabot, At Ss 

coer, i. 3. 

Callerstrom, G. W. 

Cameron, Isabell L. 

Camp, wener asa 

Campbell, L. M...... 

Campbell, Orwood J} 

ae gy oe if 

Contme,..s Boni 

Carey, James a 

Carlaw, M.. 

Caron, Robt. a 

Cavanor, F, T 

Chapeerigia, H. E 


aremont, Calif. 
inneapolis 





Cheleen, 
Cherry, Chas. H.. 
Chesley, A. J.. 
Clark, Howard ‘ 


.-Minneapolis 
.-----Minneapolis 


H 
Cook, ‘Henry W.. 


Corbett, J. 
Corniea, A. D 


Minneapolis 
Minneapolis 





Cosman, E. O 
Crafts, Leo M 


Minneapolis 





Cranmer, Richard R 








Cranston, Robert-.......... St. om Park 


Creighton, Ralph H...... 


Crume, Geo. 


ae .-Minneapolis 


Minneapolis 





Curtin, John F................ 


Cutts, George 


ssiaiat Minneapolis 


Minneapolis 





Dady, 


Mi lis 





Mi polis 





Daniel, Donald H......... 


Daniel, L. 


v 


Minneapolis 


.-Minneapolis 
nied ..Minneapolis 


Minneapolis 





gg aaamRnnaRRRAR Minneapolis 


Devereaux, , | ees 


eat. J. 


---+eseneenee Wayzata 
Mi 


ylis 





Dezi 


M inneapoli s 





Dich, "Harold RSE 
H. 


aie --Minneapolis 


Minneapolis 











—— R. BE 


Minneapolis 





Donaldson, C. A..............-.-- 


Dorge, 
Dornblaser, H. 
Dorsey, Geo. C. 
Doxey, G 


Minneapolis 


Minneapolis 
slis 





I 
Doyle, L. O 
Drake, C. 
Dreisbach, N 


Sincotbehe 
Minneapolis 





Duff, Edwin R 
Dunlap, E. H. 
Dunn, Geo. Robert... 
Duryea, Marbry.. 
Dutton, C. E... 
Dworsky, D.. 


Minnea poli 
Minneapolis 
...Minneapolis 


..-Minneapolis 
.--Minneapolis 
..-Minneapolis 


...Minneapolis 
Min li 





Egilsrud, Kristie hie 





Minneapolis 
li 





Ehrenber 
Ehrlich, & § Pani 


Mi 





Eisenstadt, H 
Eitel, George. 
Ellison, David 
Emond, Albert J 


ic eroeneecenns 


Erdman, C. A........................Minneapolis 


Te lend teelerleclocleclacteslasleslas}qs}eclasteslectes|as}eot**}ertee}as} 





ROSTER OF MINNESOTA STATE MEDICAL ASSOCIATION 


Erickson, 
Ericson, J. 
Ericson, 
Evans, 


Minneapolis 

Minneapolis 

..- Minneapolis 

..-Minneapolis 

.-.- Minneapolis 

..-Minneapolis 

.Oak Terrace 

Fink, Leo W. ..-Minneapolis 
Fink, Walter H Minneapolis 
Fitzgerald, ...- Minneapolis 
Fjeldstad, Se & ..-Minneapolis 
Fjellman, R, ---Minneapolis 
Hagstad d, A. eel ~-Minneapolis 
Fleming, A. ---Minneapolis 
Fowler, L. Haynes... Minneapolis 
Fox, John M Minneapolis 
Fredericks, Geo. M...... Minneapolis 
Friedell, A Minneapolis 
Funk, Victor K Oak Terrace 
Gardner, E. L Minneapolis 
Geist, Emil S. Minneapolis 
Giere, Eric O Minneapolis 
Giere, J. Minneapolis 
Giere, Richard W Minneapolis 
Giessler, Paul W. Minneapolis 
Gilles, F. sf Minneapolis 
Gingold, Benj. Minneapolis 
Girvin, Richard 8 Minneapolis 
Gordon, G. J Minneapolis 
Gratzek, Frank R Minneapolis 
Green, - x... aeoe+--w-e--------- Minneapolis 
Greene, Willard P Minneapolis 
Greisheimer, Esther M Minneapolis 
Grimes, Minneapolis 
Gronvall, Minneapolis 
Gunderson, Nels A............Minneapolis 
Gustafson, H. T. Minneapolis 


Hacking, Frank H 
Haddow, N. W .---Minneapolis 
Hagen, G. L........-..........---Minneapolis 
Haggard, G, D.........._.....Minneapolis 
Hall, J. | = ..--Minneapolis 


Minneapolis 
Hallberg, C. A Minneapolis 
Hamilton, Arthur S Minneapolis 
Hamlin, Geo. B Minneapolis 


Hammond, A. J... “———~ 





























Minneapolis 





Hansen, Erling 
Hansen, Olga... 


. ..-Minneapolis 
Hare, .R Minneapolis 
Harrington, C. D.... .-Minneapolis 
Harrington, F. E. ....Minneapolis 
Hartzell, Thomas B. ....-Minneapolis 
Hastings, D. R............----------Minneapolis 
Haverfield, Addie R.W..... 
Hawkinson, Raymond P.......Minneapolis 
Hayes, James Minneapolis 
Head, Douglas P...............Minneapolis 
G. Minneapolis 
oO. — 4 
.....-Minneapolis 
....-- Minneapolis 
Minneapolis 
‘ Minneapolis 
Hendrickson, J. F.......... .....Minneapolis 
Cc. E. ...--Minneapolis 
Minneapolis 
Herbolsheimer, A. J......-.....Minneapolis 
Herbst, Wm. P....... ~.---- Minneapolis 
Herman, Arthur | .....--- Minneapolis 
Hiebert, J. P .....- Minneapolis 
Higbee, Paul A._.__..__.____Minneapolis 
Higgins, J. H.........--~-.--Minneapolis 
Hilbert, Minneapolis 
Hill, soueer F Minneapolis 
Hirschfelder, is D.......-----Minneapolis 
Hirschfield, Adolph_.._.....Minneapolis 
Hirshfield, F. R.....................-Minnéapolis 
Hoa lund, A. W 
obbs, e. 
Hodge, S. V 
Hoiland, A. S. setae 
~_* , aed .....-Minneapolis 
Holl, M........---.---------------- Minneapolis 
Holt, Wee B. ..-.--------2--0-e------- Minneapolis 
oward, Wm. H........... ....-Minneapolis 
Huenekens, E. J. --------Minneapolis 
ughes, L. D. Minneapolis 
Hultkrans, Rudolph E........Minneapolis 
urd, Annah....... --------Minneapolis 
Hutchinson, Chas. J. Min 
Hymes, Ch Minneapolis 
Hynes, qa .....Minneapolis 
Hynes, John E Minneapolis 

















Irwin, A, F.................---Minneapolis 
oan Cc. M ..-Minneapolis 
ennings, Frank L..........Oak Terrace 
ennings, Mary H Minneapolis 
ensen, Harry. Minneapolis 
EO Minneapolis 





ohnson, James A... 

ohnson, Julius... 

ohnson, Nimrod................. 

ohnson, Norman P...........Minneapolis 
ohnson, R. A Minneapolis 
ohnson, S. M.. ..-Minneapolis 
ones, G. M._...................-.--Minneapolis 





~-Minneapolis 

elby, G. M. --Minneapolis 
Kennedy, C. C. 
Kennedy, 
Kennedy, ..Minneapolis 
Kibbe, O, A. — Minneapolis 
King, H = 
Kinsella, Thos. J 
Kistler, A 
Kistler, 
Knight, 


Koller, L. ae: 
Kremer, Walter J. ...Minneapolis 
p< i UC ee Minneapolis 
Kucera, Frank. Hopkins 
Kucera, Wm. J Minneapolis 
Lajoie, John M........ ..-Minneapolis 
Lapierre, Arthur P.. ...Minneapolis 
a, T ...Minneapolis 
Larson, Cl ...Minneapolis 
Laurent, ...-Minneapolis 
LaVake, ..-Minneapolis 
Lazar, H. L.. ...Minneapolis 
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HOUSTON-FILLMORE COUNTY MEDICAL SOCIETY 
Regular meetings, quarterly. 
Annual meeting, October. 


le=] 


President Lommen, A. P Lanesboro 
Anderson, N. E...............-.--.------ Harmony . . 6 -Rus Nass, H. A Mabel 
" a ae ee } 2 

Eby, C. B Spring Valley msgard, L, K. 1 .-Houston 

Palmer, R. N Secretary Lanesboro Edward, George. Canton Onsgard, L. K. Houston 

eee ee ee, Grinnell, W. B... ..Preston Palmer, R. Lanesboro 

Helland, G. M. -Spring Grove Tierney, C. Harmony 

Anderson, N. E....................... Harmony Helland, J. W. Spring Grove Williams, R. V Rushford 

Beiswanger, R. H -Wykoff eS Caledonia Woodruff, C. Chatfield 
Belote, &. 'B aia Caledonia Lannin, J. C Mabel 














KANDIYOHI-SWIFT COUNTY MEDICAL SOCIETY 
Regular meetings, monthly. 
Annual meeting, December. 


President Branton, A. Willmar Hodapp, R. J Willmar 
| a A, SER eee Benson Branton, B. J... .-.Willmar Hutchinson, Henry.. New London 
Daignault, Oscar.. Benson Jacobs, John Cc .-Willmar 
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Fredrickson, Guy.. Lake Lillian ~- : — ‘i seceseeeee Willmar 
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Arnson, J. M.. .... Benson Frost, E. H Willmar i Willmar 
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LYON-LINCOLN COUNTY MEDICAL SOCIETY 
Regular meetings, first Tuesday each month except December, January, 
February and March. 
Annual meeting, first Tuesday ir October. 


President I, NR iacscictertceinisncattinnicmnen Balaton Robertson, J. *, Cottonwood 
Yaeger, W. W v2 Golden, C. M Tyler Sanderson, E. ...-Minneota 
Gray, F. D Marshall Thordarson, Theo 

, Secretary Hermanson, Peter E Hendricks Vadheim, A. I 
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McLEOD COUNTY MEDICAL SOCIETY 
Regular meetings, quarterly. 
Annual meeting, January. 


President Crow, E. R Arlington Remple, D. Brownton 
CR Silver Lake . Glencoe Sahr, Walter G Hutchinson 
Secretary . Hutchinson Scholpp, O. W.. .-Hutchinson 

Jensen, A. H : Hutchinson i : Wee ... Stewart Sheppard, Fred. ---Hutchinson 
Langhoff, A. H ...Glencoe Sheppard, P. E ...Hutchinson 

Clement, John B.. ...Lester Prairie Ninneman, Newton N Silver Lake Trutna, Thos Silver Lake 








MEEKER COUNTY MEDICAL SOCIETY 
Regular meetings, March, June and September. 
Annual meeting, December. 


President Brigham, Frank Watkins O’Connor, D. C Eden Valley 
Dulude, S. S... So Danielson, K. Litchfield Peterson, A. C Dassel 

Secretary Dulude, S. S Dassel Robertson, A. Litchfield 
a Litchfield Edwards, Gordon C Grove City Wilmot, H. E Litchfield 
Hoeper, Philip G. E..... .... Litchfield 
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apolis MOWER COUNTY MEDICAL SOCIETY 
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OLMSTED COUNTY MEDICAL SOCIETY 
Regular meetings, quarterly. 
Annual meeting, November. 


President Comfort, M. W. “hes az “4 d Rochester 
esboro nt ee Rochester Conner, H. M... sheste F. J Rochester 
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Allen, W. A. ...-Rochester Daniels, ay il A ....Rochester Holland, W. W 
Alvarez, W. C.. ....Rochester Daniels, L. E... ....Rochester Horton, B. 
Amberg, Samuel... ....Rochester Davis, A. C... ....Rochester Humphrey, Arthur A.. 
Anderson, C. M.. ....Rochester Davison, H. L.. ....Rochester Hurt, A. S., Jr -Rochester 
Anderson, - » fa ....Rochester Dawley, W. A. .... Rochester H Rochester 
yillmar Anderson, ....Rochester DeCarle, D.. W .... Rochester ° Rochester 
sondon Anderson, R ....Rochester Decker, Fred H.... ....Rochester Rochester 
Villmar .... Rochester Desjardins, A. U... ....Rochester s R Rochester 
‘twater all, R. G... -Rochester Dixon, C. F... -Rochester Johnson, Ellsworth Rochester 
khoven Bannick, E. G.. -Rochester Dixon, R. K. -Rochester Johnson, H. W. E. ....Rochester 
»pleton Barborka, C. ...-Rochester Dolder, F. C.. Eyota {obason, | W. R.. -Rochester 
Villmar Bargen, J. A. .-..Rochester Donald, J. M. -Rochester Jordan, F. M. -Rochester 
Benson Barker, N. ....Rochester Down, H. I... ....Rochester Joyce, G. i tewartville 
Villmar - R. ....Rochester Doyle, J. B... ....Rochester Joyce, G. T Rochester 
ymond § - C. -Rochester Drips, D. ....Rochester Judd, E. S Rochester 
F ° -Rochester Droegemueller, E. H -Rochester Kegaries, Donald L Rochester 
































isis -Rochester Dukelow, Donald A.. -Rochester Keith, H. M Rochester 
Benedict, W. L... -Rochester Dunlap, H. F -Rochester SS | a Rochester 
Berger, Edmund H.. -Rochester Emmons, W. -Rochester Kellum, | ....Rochester 
Berkman, D. M... -Rochester Eusterman, G. B... -Rochester Kennedy, R. L. J..- -Rochester 
Berkman, J. M -Rochester Evans, Vernon L... -Rochester Kepler, E. J -Rochester 
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inneota Boeck, W. C... ‘ s Fauster, J. U., Jr... -Rochester i a Rochester 
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Tracy Bradley, | * ‘ Ford, F. -Roches Lang, Valorus F. -Rochester 
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PARK REGION DISTRICT AND COUNTY MEDICAL SOCIETY 
Otter Tail, Wilkin, Grant and Douglas Counties. 
Regular meetings, second Wednesday in January, April and July. 


President 
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RAMSEY COUNTY MEDICAL SOCIETY 
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RED RIVER VALLEY MEDICAL SOCIETY 
Polk, Pennington, Red Lake, Roseau, Norman and Mahnomen 


Counties. 
Regular meetings, second Tuesday in April, September and December. 
Annual meeting, December. 
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REDWOOD-BROWN COUNTY MEDICAL SOCIETY 


President 
Reineke, G. F. 


Secretary 
Meierding, Wm. A................... New Ulm 


Abraham, Arden L. 
Dubbe, F. H 
Dysterheft, 


Fritsche, Carl J. 
Fritsche, L. A 
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RICE COUNTY MEDICAL SOCIETY 
Regular meetings, quarterly. 
Annual meeting, December. 
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Mayland, M. Faribault 
Meyer, R. F Faribault 
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ST. LOUIS COUNTY MEDICAL SOCIETY 
St. Louis, Lake, Cook, and Carlton Counties. 


Reineke, G. F............... 


Rothenburg, J. C. 
Saffert, Cornelius. 
Scherer, R. G 


[May, 1931] 
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Regular meetings, second Thursday each month, except July. 
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Lepak, F. J 





Secretary 
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Annual meeting, second Thursday, October. 
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Tilderquist, | D. L Duluth 
Tuohy, E. L Duluth 
Urberg, S. E Duluth 
Ne OS Ee EEE 
Walker, A. E Duluth 








SCOTT-CARVER COUNTY MEDICAL SOCIETY 
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Regular meetings, every two months in Winter—Every month in Summer. 


e President 
Hebeisen, M. B Carver 


Secretary 
Cervenka, C. F. New Prague 


Bohland, y J Belle Plaine 
Buck, F. Shakopee 
Cervenka, ra F New Prague 
Eklund, E. J 

Emmerson, W. S. Mayer 








Annual meeting, second Tuesday in June. 


Fischer, H. 
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SOUTHWESTERN MINNESOTA MEDICAL SOCIETY 


Pipestone, Rock, Murray, Nobles, 


President 
Arnold, E. W. Adrian 


Secretary 
McKeown, E. G 


Arnold, E. W. 
Basinger, H. P. 
Basinger, H. R. 
Bateman, C. V.... 
Benjamin, M. e- 
Benjamin, by 
—T. 
Bong, J 

Brown, A. H Pipestone 
Chadbourn, A. G 

Chunn, Stanley S Lake Wilson 
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Annual meeting, November. 
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Kelling, Louis F. Lakefield 
Kendahl, A. M Jasper 
Kilbride, E. A Worthington 
Lowe, Thos Pipestone 
McCrea, James Fulda 
McKeown, E. G Pipestone 
Manson, F. Worthington 
Mork, D. Jackson 
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Patterson, W. E Westbrook 
Pertl, A. L Windom 
Piper, Wm. A Mountain Lake 
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Williams, A. 


Wilmont 
..Worthington 
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STEARNS-BENTON COUNTY MEDICAL SOCIETY 
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Kingsbury, E. Clearwater 


Secretary 


Stangl, P. E St. Cloud 





Beuning, J. B Albany 
Boehm, J. St. Cloud 
Brigham, C. 

Buscher, Julius 
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Du Bois, J. F 
Engstrom, Geo. F... 
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Regular meetings, monthly. 
Annual meeting, April. 
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STEELE COUNTY MEDICAL SOCIETY 
Regular meetings, odd months, second Tuesday, 
Annual meeting, second Tuesday in November. 


Dewey, Donald Pe Owatonna 
Ertel, Edward Q Ellendale 
Gault, NS EE Owatonna 
Owatonna Hart, Alfred B.*. -Owatonna 
Owatonna McIntyre, John A Owatonna 


2 President 
Nelson, Ernest 

ecretary 
Smersh, Jerome F. 
Berghs, Lyle V. 


Melby, Benedik 

Nelson, Ernest J.. 
Senn, Edward W.. 
Smersh, Jerome F... 
Stewart, Allan B 
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UPPER MISSISSIPPI MEDICAL SOCIETY 
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om Regular meetings, Spring, Fall, Summer. 
luth Annual meeting, January. 
luth 
luth Presi Allen, F. H Staples 
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luth Badeaux, G. I Brainerd 
quet Secretary ae Beise, R. A 
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luth Agnew, Allen T. International Falls Christie, G. 
uth Christie, R. 
uth *Deceased. Corrigan, J. 





Cc 
baw Lloyd , 
Davis, Thayer ... 
Brainerd Forrest, G 








eee ons 
h-Gwah-Ching 
Long Prairie 
Long Prairie 
Spooner 


Gaalaas, A. 





Goat as oe 








490 


Groschupf, Theo. 
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Hawkinson, John Phillip. 
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Kerlan, S. Z 
Laughlin, J. T 
Lodmell, Elmer 
McHugh, Roderick F. 
Marcum, E. H 


Bemidji 
..Clarissa 
...Crosby 
Brainerd 
Pierz 


Aitkin 
Grey Eagle 
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Wadena Sach-Rowitz, Alvin.................... McGregor 





President 
Bayley, E. C. 


Wilson, W. F 


WABASHA COUNTY MEDICAL SOCIETY 
Annual meeting, first 


SS eon Lake City 
Cochrane, we J Lake City 
Collins, J. S Wabasha 
Dempsey, D. P. 
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SS | ae 


President 


President 
Stuhr, John W 


Secretary 
Boleyn, E. Sydney. 


President 


Lak i 
ake City Fleischhauer, D. S 
ied Lake City 
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WASECA COUNTY MEDICAL SOCIETY 
Annual meeting, third Friday in December. 
Bernstein, ye. Cc New Richland 
Gallagher, B Waseca 
agen, H. -New Richland 
McIntire, H. " ..Waseca 


Janesville 


Janesville M.. 


WASHINGTON COUNTY MEDICAL SOCIETY 
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il, . 


Williams, R. J 


Thursday after first Monday in July. 


Radabaugh, R. C 
Replogle, W. H.. 
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Stryker, W. B... 
Wilson, W. F. 


O’Hara, J. J. 
Saliterman, B. I.. 
Swenson, O. J.. 
Tavenner, L. J 


Regular meetings, second Tuesday of month, except June, July and August. 


Annual meeting, second Tuesday in December. 


Boleyn, E. Sydney... 

Haines, rf 

Humphrey, W. R 

ae R. J Stillwater 
linoff, Stillwater 

Petraborg, Harvey T................. Stillwater 


....---- Stillwater 
Stillwater 
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Stillwater 
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WATONWAN COUNTY MEDICAL SOCIETY 
Regular meetings, on call. 
Annual meeting, first Thursday in December. 
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McCarthy, baad 
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Grimes, H. B 


Bregel, Fred 
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President 
Eberlin, E. A 


Secretary 
Lindberg, A. L. 
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Thompson, Albert 


WEST CENTRAL MINNESOTA MEDICAL SOCIETY 


Big Stone, Traverse, Pope and Stevens Counties. 
Regular meetings, January, April and July. 
Annual meeting, October. 

Doleman, N. F. 
Eberlin, 7 f we 
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Ewing, C. 
Fitzgerald, E. » 
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Wheaton 
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WINONA COUNTY MEDICAL SOCIETY 
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M 
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Regular meetings, first Monday in April, July and October. 
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Winona 
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Steiner, I. W. 


Benoit, F. T. 
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President 
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WRIGHT COUNTY MEDICAL SOCIETY 
Regular meetings, quarterly. 
Annual meeting, first Tuesday in October. 
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Roholt, C. L mA 





Harriman, L. 


Hart, Wm. E Monticello 





Waverly 





ohnson, V. P. 
laveness, E. 


Delano 
St. Paul 





Buffalo 





nora i J 


Clark, 





Howard Lake Watertown 


Pritchard, D. B 
Risser, E. D 


Ortonville 
Browns Valley 


Winona 
Winona 





Rollins, F. 


Semerfe, H. W... 
Schaefer, = 
Steiner, I. W... 


Tweedy, G. J 


__Lewiston 
.-..Winona 
....Winona 


Winona 





Walker, G. H.. 
Wilson, R. H.. 


Norris, G. H 


-Winona 
....Winona 


Annandale 





Peterson, O. L 


Cokato 





Phillips, A. 


Delano 





Ridgway, A. 
Roholt, C. 
Rousseau, V. 


Annandale 





Swezey, 


Buffalo 
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Beede, Ethel R 


Faribault 


Brainerd 





St. Paul 
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Benoit, F. T. 
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Kelly, B. W Aitkin 
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Kerlan, S. Z Aitkin 
Kern, M. J St. Cloud 
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Lajoie, John M...... 
Lamont, John G... 
Lane, Laura 
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Lang, Valorus Frederick. 
sanapaderies, F. V. 
Langhoff, H 
Tannin, a bi > 
pierre, Minneapolis 
Lapierre, J. T....___.__._... Minneapolis 
Larsen, C. L St. Paul 
Larsen, oO. - aenceenemrenreeneneeCtroit Lakes 
Larson, A. L Detroit Lakes 
Larson, Clarence M........ --Minneapolis 
Larson, Lawrence M Rochester 
ee > eee Grey Eagle 
Minneapolis 
LaVake, R. T Minneapolis 
Lax, Morris H St. Paul 
Lazar, H. I Minneapolis 
Leahy, Bartholomew. St. Paul 
Learmonth, James R........... Rochester 
Leavenworth, Richard O..........St. Paul 
Leavitt, H. H Minneapolis 
Lebowski, Joseph A. Minneapolis 
Leck, Clifford Austin 
Leddy, Eugene T....................Rochester 
140, B. M........ a--------Minneapolis 
Le . - Watertown 
Minneapolis 
Lee, Diicim—mm~nmaees Tells 
Lee, Walter N... aa, 
Leggett, Elizabeth Ann. Minneapolis 
Leibold, H. H........Parkers Prairie 
Leitch, "Archibald... 
Leitch, N. M........ 
Leland, Harold R. 
es | eee: Herman 
Leland, M. N...... ...... Minneapolis 
Lemon, W. S.................--- Rochester 
Lenander, Melvin E St. Peter 
Lende, Norman Faribault 
Lenont, C. B Virginia 
Leonard, Gilbert, John......St. Paul 
Leonard, L inneapolis 
Lepak, F. J Duluth 
Lepak, John A . Paul 
Leopard, Brand A Evanston, Ill, 
Lerch, William Cable, Wis. 
Leuty, Amos Morris 
Levin, Bert St. Paul 
Levine, N. M Minneapolis 
Lewis, A. ee -Henning 
. Cloud 









































po > eee Cloud 
Lichtenstein, 
Lick, C. Louis St. Paul 





Minneapolis 
Rochester 
i Rochester 
Lima, 5 senna .---------M ontevideo 
Lind, C. -Minneapolis 
Lindahl, Winthrop 
Lindberg . ....Wheaton 
Linde, Herman Cyrus 
Lindquist, R. H. Minneapolis 
Lindsay, W. V. .....- Winona 
Lineberry, E. ....Rochester 
Linner, H. P. actin ..Minneapolis 
Linton, W. B.......... ...Minneapolis 
Litman, Samuel N.... Duluth 
Little, W. J St. Paul 
Litzenberg, J. C..................Minneapolis 
Lloyd, H. J Mankato 
Lochead, Daniel Cameron Rochester 
Locken, O. ..Crookston 
Lodmell, 
Logan, "A. Rochester 
Logan, F. 
Logefeil, Rudolph C.............Minneapoils 
Lommen, A Lanesboro 
Lommen, P. A Austin 
Loney, W. R. R..............----Rochester 
Minneapolis 
Minneapolis 
Carlos 
G Rochester 
Lowe, Earl R South St. Paul 
Lowe, Thos Pipestone 
Lowe, Thomas A...........South St. Paul 
Luden, Georgine....Victoria, B. C., C 
—?) G. H i 


Lundgren, A. C Minneapolis 
Lundholm, A. M St. Paul 
ance, Minneapolis 
Lundy, John S. Rochester 

= ...Minneapolis 
Thief River Falls 
. ————- Minneapolis 
Lyon, J. D lis 
e's = 7 
























































ats tt Oe Oe et Oe oe Oe be et 
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ester 
Paul 
ncoe 
label 
polis 
polis 
Paul 
akes 
akes 
Polis 
ester 
Jagle 
Polis 
polis 
Paul 
polis 
Paul 
ester 
Paul 
polis 
polis 
istin 
ster 
polis 
own 
polis 
Falls 
ison 
Dolis 
airie 
Paul 
road 
polis 
man 
polis 
ester 
eter 
pault 
tinia 
Paul 
polis 
luth 


orris 
Paul 
polis 


polis 
nona 
ester 
polis 
polis 
uth 
Paul 
polis 
kato 
ester 
‘ston 
beka 
ester 
arth 
poils 
boro 
ustin 
ester 
polis 
polis 
arlos 
ester 
Paul 
stone 
Paul 
Can. 
mont 
sswa 
polis 
Paul 
polis 
ester 
polis 
Falls 
polis 
polis 
polis 
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McBeath, Ewing C......New York City 
McBroom, D. ....-.-Cambridge 
McCarthy, Minneapolis 
McCarthy, W. J ail 
McCarthy, ‘ 

McCartney, James S 

McCarty, P. Dean 

McCarty, Ray Bardwell... 

McCaughan, John, Milto 

McClanahan, I; H 

McClanahan, 

McCloud, C. 
McComb, C. F.. 
McCoy, 
McCrea, James M 
McCuskey, Charles F.... 
McDaniel, Orianna.... 
McDaniel, S. P...... 
McDonald, A. L. 
McDonell, C. 
McDowell, 
McEachran, A 
McFarland, A. | 
McGandy, R. 
McGeary, Geo. yi 
McGiffert, E. N 
McGroarity, J. J 
McGuigan, H. T 
McHaffe, O. L 
McHugh, Roderick F 
McInerny, Maurice... 
Mclintire, H. M.. 
McIntyre, Geo... 
McIntyre, John A: 
Mclver, B. A 
McKaig, Carle B 
McKechnie, Wilfred 
McKenna, J 
McKeon, James. 

McKeon, J. Montgomery 
McKeon, Owen St. Paul 
McKeown, E. G Pipestone 
McKibben, H. E..... ....St. Cloud 
McKinlay, C. A.. Minneapolis 
McKinley, J. Minneapolis 
McKinney, F. Minneapolis 
McLaren, Jennette M 

McLane, Evelyn Gruhlke...... 

McLane, William O.... 

McLaughlin, E. M.. 

McMahon, Leo H. -Breckenridge 
McNevin, C. F... . Paul 
McNutt, John R 
McPheeters, H. 
McQuiston, James Stuart Rochester 


Macbeth, J. L St. Clair 
MacDonald, A. E.................Minneapolis 
MacDonald, D. A Minneapolis 
MacDonald, Irving C.... 

Macfarlane, P. H 
Mach, Frank B... 








Minneapolis 
..Minneapolis 
M inneapoli s 


























Minneapolis 





Minneapolis 
-Minneapolis 
MacRae, Gordon a Duluth 
Madden, John F... wt. Paul 
Maertz, W. F.. 
Magath, _ - ® 
Magee, Henry 
Magie, W. H 
Magiera, Estelle, A 

agney, F. 
Mahowald, A 
Major, S. G Rochester 
Maland, C. O eno 
Malmgren, George E 
Manley, 
Manley, 
Mann, A. T 
Manson, F. 
Marcum, E. H.. 
Mariette, Ernest. Oak Terrace 
Mark, D. B Minneapolis 
Marsh, H. I Eveleth 
Marshall, James M.... Rochester 
Martin, Edw. T ..--Duluth 
Martin, Thomas Philip i 
Martin, W. C Duluth 
ee | St. Paul 
Martinson, C. Wayzata 
Mason, - Rochester 
Masson, D. Rochester 
Masson, J. C Rochester 
Matchan, Glen R Minneapolis 
Matthews, Justus. ..Minneapoils 
Mattill, -Oak Terrace 
Mattison, Pp. ...Winona 
Maxeiner, Henley inneapolis 
May, Minneapolis 
Mayland, rr Faribault 
Mayne, Roy i Duluth 
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Mayo, C. H Rochester 
Mayo, Charles W Rochester 
Mayo, Joseph Graham.............Rochester 
Mayo, W. Rochester 
Maytum, Charles K Rochester 
Meierding, Wm. A 
Meighen, J. W Ulen 
Meinert, A. E Winona 
Meland, Ernest L Rochester 
Melby, Benedik........... Blooming Prairie 
Melleby, O. F Thief River Falls 
Melzer, G. R Lyle 
Mercil, William F Crookston 
Merkert, Chastes %............. Minneapolis 
Merkert, G. I Minneapolis 
Merriman, L. I Duluth 
Mesker, G. H Olivia 
Messick, Joseph Marion Rochester 
Meyer, A. A Melrose 
Meyer, P. F. Faribault 
Meyerding, E. A. St. Paul 
Meyerding, H. W.. ..-Rochester 
Michael, J. C ..Minneapolis 
Michelson, H. ...Minneapolis 
Michie, Thomas Campb .----... Rochester 
Miller, H. A Fairmont 
Miller, V. Mankato 
Miller, | New York Mills 
Millet, Roscoe F. Rochester 
Mills, John _L... V 
Milton, J. S.... 
Mitchell, z.. 5 Grand Meadow 
Russel ---eseeeeee Duluth 
Moose Lake 
.-Minneapolis 






































Moench, Mary... 
Moersch, F. P.... 
Moresch, H. j. 
Moga, John A. 
Mogilner, S. N 
Mohardt, “7 Henry. 
Moir, Wm. 

Molander, H A... . Paul 
Monroe, P. ....-- wo Harbors 
Montgomery, Hamilton...........Rochester 
Mooney, Leo Marble 
Moorhead, M. B................... Minneapolis 
Mogquin, Marie ; es: St. Paul 
More, C. Eveleth 
Morehead, +f E Rochester 
Moren, Edwin Minneapolis 
Morey, John Barnhart. .--Rochester 
Morgan, Sherburne F. -Rochester 
Moriarty, Cecile R.. ...Minneapolis 
Mork, B. O ..Worthington 
Morley, GS An. ...Crookston 
Morrison, A. W.. Minneapolis 
Morrissey, F. B... .--St. Paul 
Morrow, James j 

Morse, M 
Morsman, 
Morss, C. R 
Mortenson, N, 

Morton, Herschel B... 

Morton, Silvanus Archibald....Rochester 
Moses, Joseph, Jr ....Northfield 
Moss, Myer N. 

Moyer, Ralph 

Moynihan, A. F. 

Moynihan, T. J.. 

Mroz, Raloiph John 

Mueller, S. C 

Mulholland, Stanford W. 

Muller, R. Th 

Murdoch, J. 

Murphy, George Thomas. 

Murphy, Ignatius J Minneapolis 
Murray, D. D Duluth 
Mussey, R. Rochester 
Myers, Fred Eveleth 
Myers, J. Minneapolis 
Myers, St. Paul 
Myre, C. R Paynesville 
Naegeli, A. E ‘St. Paui 
Naegeli, Frank 

Nagel, H. D Waconia 
Nass, H, A Mabel 
Nathanson, Minneapolis 
Nauth, W. W Winona 
Neher, F. H . Paul 
Nehring, a Potter. 

Nelson, ..Minneapolis 
Nelson, E. .--Chisholm 
Nelson, A .-Owatonna 
Nelson, a ..Minneapolis 
Nelson, H. E..... Crookston 
Nelson, H. Minneapolis 
Nelson, L. St. Paul 
Nelson, q Granite Falls 
Nelson, N i Brainerd 
Nelson, O. E Minneapolis 
Nelson, O. Battle Lake 


















































Nelson, R. IL Duluth 
Nelson, Wallace LeRoy. Rochester 
Nelson, Wall llace ; Ea ...Underwood 
Neseth, oO. -Kenyon 
Nethercott, é G 
Newmann, C. A 

ew, G. B Rochester 
Newhart, Horace... .Minneapolis 
Nicholson, M. A... .------ Duluth 
Nickel, Allen A. a .-Rochester 
Nickerson, is, Wine ...Faribault 
Ninneman, --Silver Lake 
Nippert, 
Noble, John F 
Noran, A. Minneapolis 
Nordin, C. St. Paul 
Nordin, G. T anes 
Nordland, Martin. 
Norman, J. 
Norment, ba B 
Norrgard, H. 
Norris, Edgar, Tit 
Norris, G. H 
Noth, 

















Nusbaum, 

Nye, Katherine ye 

Nye, Lillian L 

Nystrom, Ruth... .-- Minneapolis 


Oberg, c nasil 
O’Brien, H. J St. Paul 
O’Brien, William A Minneapolis 
OQ’ Connor, ee Eden Valley 
O’Connor, J. P.*. ---.-St. Paul 
O’Connor, ad 
O’Donnell, 

O’Donnell, J. E ..Minneapolis 
Oerting, Harry.. St. Paul 
Offutt, Susan R... 

Ogden, Warner 

Ohage, Justus 
Ohage, 447 Jr 





O’Hara 


Ohnstad, 7 McIntosh 

0’ Leary, P. Rochester 

>. i 3 Saas Graceville 

Oliver, I. L Graceville 

Olson, Albert E Duluth 

Olson, Archibald ..... Hendricks 

Olson, Chas. A.... St. Paul 

Olson, Chester J. 

Olson, Ernest A.. 

Olson, F. A 

Olson, 

Olson, 

Olson, 

Onsgard, " 

Onsgard, L. K 

Oppegaard, c. Ee 

Oppegaard, M. O 

Oredson, O. A Duluth 

Ormond, Douglas.......................- Waconia 

Ortman, tone Wessel 

Osborn, Lida Mankato 

Osborn, Burt F. International Falls 

Ostergren, E. W St. Paul 

Otto, H. C Frazee 

Overend, K. V Hallock 

Overton, Lewis Marvi .... Rochester 

Owre, Oscar Minneapolis 

Page, C. V St. Paul 

Page, R. 5 

Palmer, C 

Palmer, 

Palmer, = 

Paradis, W. G. ...-Crookston 

Parker, H. Rochester 
Ely 


























Parker, O. W 
Parks, A. ...-.--Minneapolis 
Parson, L. Elbow Lake 
Crookston 

livia 
Rochester 

Minneapolis 

Patterson, W. ... Westbrook 
Patterson, W. L. ..Fergus Falls 
Paw, Tn Wis ..Madison, Wis. 
Paulsen, = &.. .-.Minneapolis 
Paulson, T. S ...Fergus Falls 
Pearce, Naboth Osborn Minneapolis 
Pearson, F. R St. Paul 
Finlayson 
.-St. Paul 
-Minneapolis 

















Pearson, William T 
Pedersen, A. H.. 
Pederson, 

Pederson, O. J Hanska 





Pederson, R Minneapolis 
Pemberton, Rochester 
Penhall, F. W Morton 
|" “Si i _Duluth 
Peppard, T. A Minneapolis 
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Perley, A. E Minneapolis 
Perry, C. G St. Paul 
Persons, C. E Marshall 
Pertl, A. L Windom 
Peters, R. Minneapolis 
Petersen, I: R Mi poli 
Petersen, Thorvald Mi poli 
Peterson, A. A Mora 
Peterson, Alfred Dassel 
Peterson, Herbert W..........Minneapolis 
Peterson, ioe! Asbury Rochester 
Peterson, Magnus Christian.._.St. Peter 
Peterson, O, H.....................Minneapolis 
Peterson, O. I Cokato 
Peterson, P. E....................Minneapolis 
Peterson, . 

Peterson, V. N ime as 
Peterson, Minneapolis 
Petit, L. J Minneapolis 
Petraborg, R  ambtad Theodore.Stillwater 
Pettit, C. Minneapolis 
Pfeffer, na .--..-Rochester 
































Phelps, ‘Kenneth A............--- Minneapolis 
Phillips, A Delano 
Phillips, fohn Roberts..............Rochester 
Phillips, W. H Jordan 
Pierson, Claude M. .....W heaton 
Piper, M. C Rochester 
Piper, Wm. A. .-Mountain Lake 
Seen ..Minneapolis 
Platt, F. Bertram Battle Lake 
Plondke, F, St. Paul 
i, (as ~~“ * 
Plummer, H. Rochester 
Plummer, W. Rochester 
Poirier, a A 

Pol lard, D. W.. 

Pollock, D. we 

Pollock, L. 
Polzak, J. bw 
Pomeroy, Rex K 
Poppe, Fred H..... 
Porter, O, i 
Portmann, W. C a-------J aCkSON 
Potter, Edith L.............Minneapolis 
Power, J. E Duluth 
Prangen, A. D. Rochester 
Pratt, gx ) Se Minneapolis 
Pratt, J. A Minneapolis 
Preine, LA Minneapolis 
Prendergast H. J.. EE 
Prescott, Manfred U................Rochester 
Prickman, Louis Elwood.......Rochester 
Priestley, Joseph Biddle Rochester 
Priestley, . = Rochester 
Prim, J. > .-Minneapolis 
Pritchard, ) = i 
Proshek, "Charles 

Puestow, Charles Ber 


Quinby, Thomas F..._.._..Minneapolis 
uist — as .-.----- Minneapolis 


Raadquist, 4 — a 

posetous™, | _ es 
ins, J. M Willmar 

Raiter, Franklin, W. S. 

Raiter, Roy RY 

Ramsey, W. 

Randall, | Be Merrill 

Rankin, F. W. Rochester 

Ransom, M. IL Hancock 

Rasmussen, C. C.......................-Fertile 

bun, A. Rice 












































a~-seeeeeee----- Minneapolis 
_ eee .-Minneapolis 
gmler, BD cceccernccnecees ..Minneapolis 
Reineke, George F............New Ulm 
Reiter, H. WwW Shakopee 
Rempel, Dietrich D Brownton 
Rentschler pean B. ....--Rochester 
seo mae, ° Wabasha 
J. ---ee----e Minneapolis 
mo Carl Rochester 
, i, 4 een aoe Paul 
Richards, W. St. Cloud 
Richardson, Fred S. Mi 
Richardson, Harold E.... 
Richardson, W. E.... 
Richardson, W. 
Richdorf, L. F. 
Ridgway, A , eile A 
Ridgway, Alexander______.. Belgrade 
Ridgway, Florence Minnespolis 
Rieniets, John H 
Rigler, Leo G ve 
OS Se | 
Rishmiller, 5 H 
Risser, E. 























Winona 
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Ritchie, H. P St. Paul 
Rivers, A. B Rochester 
Rizer, R. Mi lis 
Rixford, — I Rochester 
Roadman, | Ee ~=--Poasiord 
Roan, Carl M 




















rH innea poli is 
] eee 


Little Falls 
Roberts, Thos. Minneapolis 
Roberts, W. B Minneapolis 
Robertson, A. W.....................Litchfield 
Robertson, E Rochester 


H. 
Robertson, y , Seaeeaes .-Cottonwood 
¢C. 











Robertson, ; ae 
Robilliard, 
Robilliard, Ww. 
Robinson, J. M 
a S of ae ..Minneapolis 
Rochford, W. E.. ..Minneapolis 
Minneapolis 
———_ Minneapolis 
Elk ver 
Rogers, a Creighton T..Rochester 
eee ee, |; re ey 
Roholt, C, I Waverly 
Rollings, ¥.. ) a 
Rood, Dd. .--Duluth 
Rose, % ahs Lakefield 
Rosen, S Minneapolis 
Rosenberg, Maurice N.......Minneapolis 
Rosenfield, A. B Pequot 
Rosenow, "E. ae-eeeseeee--ROChESter 
Rosenthal, 
Rosenwald, - 
Rothenbur, y re SARIS: Springfield 
Rothrock, §. St. Paul 
Rothschild; . Paul 
Rousseau, Victor.............Maple Lake 
Roust, H. A Montevideo 
Rowe, O. W Duluth 
Rone L. G Rochester 
© Rennes Lake Falls 
Philemon St. Paul 
Roy. Fred McK Union City, Ind. 
pee A Charles Wilbur_......Minneapolis 
Rucker, William H. ....Minneapolis 
Rudell, Gustave.__.____._.Minneapolis 
Rudie, Clifford Norman. Mazeppa 
Rudie, P. S Duluth 
Ruedemann, Ehrkardt—.........Rochester 
Ruffin, Willcox.......................Rochester 
-.5t. Paul 






































Rumpf, 

Rumpf, William H. Jr 
Rumpf, - H 
Rutherford, W. 
Rutledge, |z H. 

Ryan, John 
Ryan, Mark 
Ryan, 
Rynearson, E, H.......................Rochester 


St. Clair G. G Duluth 
Saarf, O. E Baudette 
Sach-Rowitz, Alvin 

Sadler, William P 

Saffert, Cornelius, A. 

 "“*, _ eee Oe 
Saliterman, B. L.. a-eeeeeeeee---e J aNeSVille 
Salt, C. G -------Minneapolis 
Samson, 

Sanderson, E. Minneota 
Satersmoen, Theo Pelican Rapids 
Sanford, A. Rochester 
Sather, Allen Fosston 
Satterlee, H. W Lewiston 
Satterlund, Victor....................... St. Paul 
Savage, F. J. St. Paw) 
Sawatzky, Wm. A Minneapolis 
Schaaf, F. H. K...................Minneapolis 
Schaefer, Joseph F Rochester 
Schaefer, Winona 
Schaefer, Wesley G............--- Minneapolis 
Schatz, F, St. Cloud 
Scheldrup Minneapolis 
Scherer, CA Duluth 
Scherer, Leslie Raymond. 

Scherer, Roland G... 

Schimeipfenig, Geo. 

Schlesselman, Gorspe. 

Schlesselman, J. 

Schmidt, Geo. ¥ ‘o 



































--------------- Minneapolis 

Sehrmeider, FH. A ecccccncccceceecsscccesncssene OF ERT 
New Ulm 

St. Paul 

Scholpp, O. W...................-Hutchinson 
Schons, E St. Paul 
Schoofs, Gregor Elmer...North Branch 
Schroder, C. H Duluth 
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| ae mg * § - Paul 
chultz, J. a 
Schulze, Albert G...... be ~ 
Schunk, Peter Monte. Rocheste r 
Schutz, Elmer S.........Mountain Lake 
Schwartz, Virgil J.——-—-----Minneapolis 
Schwyzer, Arnold Paul 
Schwyzer, i innniciensisiins et 
Schwyzer, R Min polis 
Scofield, C. I Benson 
Scott, dD. E Rochester 
Scott, F. H Minneapolis 
Scott, R. A.__...........Detroit Lakes 
Seaberg, ; Minneapolis 
| ee sma PRS 

eashore, Gilbert.................. -~Minneapoli 
Seham, Max Min voile 
Seifert, Otto J..............-~..-..New Ulm 
Selleseth, | ees .------ Minneapolis 
Senkler, GE St. Paul 
Senn, E. W...._.___.___.___. Owatonna 
Serkland > oe Cc. Rothsay 
| mes og Laurence Roland....Rochester 
Sessions, John C... —-Mianes olis 
Setzer, © | Paul 
Shaleen, A. W Sia 
Shane, James Howard_..........Rochester 
Shannon, S. Crosby 
Shannon, W. R St. Paul 
Shapiro, E. Z Duluth 
Sharp, Jay Emerson.........Rochester 

W Buhl 

Fosston 





















































Sheedy, Chester L 
Shelland, J. T 
Shellman, 
Sheldon, W. 





a 
Philadelphia, Pa. 
sherman, ca Luverne 
Sherwood, G. E i 
Shillington, M. A 
Shimonek, S. W 
Short, Jacob 
Shrader, 
Simison, 
Simon, 
Simons, Bernard H 
Simons, Edwin J 
Simons, Jalmar-. 
Simpson, E. D.. 
Simpson, J. 
Sinamark, ~— 
Singer, Be 
Siperstein, .-Minneapolis 
Sisler, C. E Grand Rapids 
Sitar, Ri 4 Minneapolis 
Sivertsen, Ivar.................-..- Minneapolis 
Skinner, H. O St. Paul 
Slater, S. A._.................Worthington 
| a ee ..Plainview 
Slocumb, Maude S.—..... Minneapolis 
Slyfield, F, F. Duluth 
Smallwood, + T cneccenecereeee--- Worthington 
Smersh, J. Owatonna 
Smith, "Archie M......Thief River Falls 
Smith, Arthur E..... ....---- Minneapolis 
M ....-Minneapolis 
Crosby 
Willmar 
Duluth 
Bemidji 
Duluth 
Kasson 
Rochester 
Td 
-Minneapolis 
Montevideo 
Red Wing 
Smith, Newton D. Rochester 
Smith, Norman M......._...Minneapolis 
Smith; P.A Faribault 
Rochester 
Snyder, G. W. St. Paul 
— _ & <a Minneapolis 
Soderlind, Ragnar T Minneapolis 


ogee, I indom 
30 berg, Olaf St. Paul 
Sohmer, A. E Mankato 
Soine, Tyler Sylvester. ..Barnesville 
Solhaug, S. B.......... .--Minneapolis 
Sommer, A. W.. Elmore 
Souster, B. B St. Paul 
Spicer, F. W Duluth 
Spooner, ~ ame Dwight....Rochester 
Sprafka, St. Paul 
Spratt, C. "N Mi polis 
Stacy, L. J Rochest 
stangi. Fred St. Cloud 
Stangl 

Stan 











Minneapolis 
Minneapolis 
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Stark, W. B Rochester 
Steffens, L. A 

Steiner, NV 
Stelter, 
Stemsrud, ; 
Stenstrom, Annette Treble. Minneapolis 
Stephan, E. Hinckley 
Stephenson, George W Rochester 
Sterner, E. G St. Paul 
Sterner, O. W . Paul 
Steven, Geo Byron 
Stevens, F. Lake Elmo 
Stevens, R. Rochester 
Stevenson, Fulda 
Steward, John yen ty ..Rochester 
Stewart, Alexander ....St. Paul 
Stewart, A. B Owatonna 
Stewart, C. A Minneapolis 
Stewart, C. C., Jr Rochester 
Stewart, Gwendolyn .--Faribault 
at , 
Stew R. I 

Stierle, Adolph, } 

Stillwell, W. C... 

Stinnette, S. E 
Ee Se: ap ne St. Paul 
Strachauer, Arthur C.. ‘Minneapolis 
Strader, E 

Strand, E. V. 

Strathern, F. "Pp. 

Strathern, M. 

Stratte, A. K 


























..-.Minneapolis 
Minneapolis 
Minneapolis 
-Plainview 
...Cloquet 
“Rochester 
-Rochester 
Stuhr, J. W Stillwater 
—— a ees Erskine 
Sukeforth, L. A 
Sullivan, Raymond {inneapolis 
Sundt, M Minneapolis 
Sutherland, Rochester 
Sutherland, Ely 
Sutton, Chas. S 
Sutton, L. F. 
Swanson, Cephas. Minneapolis 
Swanson, Edwin O... St. Paul 
Swanson, John A.. St. Paul 
Swanson, Roy E. -Minneapolis 
Swart, H. A Rochester 
Swedenburg, A. W.....Thief River Falls 
Sweetser, H. B., Jr._.......... Minneapolis 
Sweetser, H. B... .Minneapolis 
Sweetser, Theodo .Minneapolis 
Sweitzer, Ss. -Minneapolis 
Swendseen, Carl G. a _ =" 
Swendson, J. 
Swennes, O. 
Swenson, A. O... 
Swenson, Charles. 
Swenson, 
Swezey, B. F... 
Sybilrud, H. W.. 


| eee 
Tangen, Geo. M... 

Tanquist, E. J. 

Tavenner, Lyle John 
Taylor, C. W 

Taylor, H. 
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